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                                                      ABSTRACT 
 
     Due to the prevalence of serious mental illness, both nationally and statewide, creation 
of sufficient community-based services that focus on mental and physical health would 
help to meet a need for a comprehensive approach to mental health care treatment and 
quality of life (QoL). With the creation of the Healthy Choices program in the 
Binghamton community, the principal investigator (PI) examined how participation in a 
community-based healthy living program affects perception of QoL in individuals with 
serious mental illness. The Healthy Choices program is a community-based program that 
assists participants with serious mental illness to make healthy lifestyle choices. Although 
perception of QoL has been previously measured in populations with serious mental 
illness, it is essential to evaluate this perception as an outcome that stems from 
participation in a community-based healthy living program. 
     The purpose of this study is to evaluate the impact of participation in the Healthy 
Choices program on perception of QoL on the participants of the program. A mixed 
methods approach to data collection was implemented for this study. The Wisconsin 
Quality of Life Index (WQLI) client questionnaire and the World Health Organization 
Disability Assessment Schedule (WHODAS) was administered to subjects who 
participated in the Healthy Choices program along with Mental Wellness groups 
(HCMW) and subjects who only participated in Mental Wellness workshops (MW-only) 
offered by the Mental Health Association of the Southern Tier. Qualitative data was 
collected via administration of a structured interview questionnaire and was administered 
to both groups. 
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     Quantitative findings were not significant in supporting that participation in the 
Healthy Choices program improved perception of QoL and level of disability. However, 
qualitative findings were significant in supporting that participants in the Healthy 
Choices program developed a perception of satisfaction in terms of physical and mental 
health and ability to make healthier lifestyles choices. The Healthy Choices participants 
also perceived that making lifestyle choices, that promoted physical and mental health, 
assisted them in feeling less physically and psychologically disabled. 
                                                            
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                                v 
 
 
                                               ACKNOWLEDGEMENTS 
 
 
     I would like to acknowledge my dissertation chair and mentor Dr. Carolyn Pierce. 
Your dedication has inspired me to help others and encouraged me to help my students be 
the best they can be. I appreciate all that you have done for me and I’m very thankful to 
have you as a mentor. I would like to acknowledge Dr. Rosa Darling, Dr. Mary Muscari 
and Dr. Gary James for their support and guidance during my journey in obtaining my 
PhD. 
    Additionally, I would like to give thanks to the faculty, staff, peers and students of 
SUNY Broome Community College, Binghamton University and Mental Health 
Association of the Southern Tier. Thank you for believing in me and encouraging me to 
continue to reach my goals.  
    I would also like thank my family and friends for supporting me with their continued 
love and encouragement throughout my PhD journey. Most importantly, I would like to 
thank God for his grace in bringing me to a place where I carry out what I was destined to 
do as a nurse, to serve and help others. I thank you for this blessing.  
 
                                “All that I am today is by your grace.”- Krishna Das 
 
 
 
 
 
 
 
 
 
                                                         
                                                      
 
 
                                                                             vi 
 
 
                                                   TABLE OF CONTENTS    
 
Chapter1: Introduction…………………………………………………………...1 
  Quality of Life in the Mental Health Population……………………………….2 
  Problem Statement ……………………………………………………………..4 
  Rationale………………………………………………………………………..6 
  Purpose…………………………………………………………………………7 
  Conceptual Framework…………………………………………………………8 
  Concepts……………..…………………………………………………………12 
  Design…………………………………………………………………………..13 
  Study Population………………………………………………………………..14 
  Significance of the Study……………………………………………………….14 
  Assumptions…………………………………………………………………….15 
  Limitations……………………………………….……………………………...15 
  Summary………………………………………………………………………...16 
Chapter 2: Review of Literature………………………………………………….18 
  Defining Quality of Life………………………..……………………………….18 
  Measuring Quality of Life in the Mental Health Population……………………20 
  Becker’s Theory on Quality of Life……………………………………………..23 
  Domains of Well-being………………………………………………………….24 
  Perception of Satisfaction and QoL in Individuals with Serious 
  Mental Illness……………………………………………………………………25 
 Psychiatric Symptoms and Symptoms / Outlook………..……………………….26 
 General Life Satisfaction……………..…………………………………………..31 
  Social Support and Social Relationship………………………………………….37 
  Analysis of Research Studies Related to the Research Proposed ……….……....40 
  Implications for Proposed Research………………….………………………….42 
                                                             vii 
 
 
 Need for Qualitative Data…………………………………………………….….43 
   Measuring Disability…………………………………………………………...44 
   Measuring Quality of Life within the Context of a Community-Based Healthy 
   Living Program…………………………………………………………………45 
  Summary…..…………………………………………………………………….45 
Chapter 3: Methods……………………………………………………………….47 
  Study Design…………..………………………..……………………………….48 
  Subjects…………………………………………………….……………………50 
  Methods of Data Collection …………………………………………………….51 
  Feasibility of Data Collection…………………………………………………...58 
  Operational Definitions…………………………………………………………58 
  Data Analysis…………………………………………..………………………. 61 
  Summary…..…………………………………………………………………….62 
Chapter 4: Analysis and Findings………………………………………………...63 
  Purpose…….…………..………………………..……………………………….63 
  Descriptive Data of Participants………………..………….……………………65 
  Analysis of Quantitative and Qualitative Data ………….…………….………..68 
  Analysis of Quantitative Data………………………………...………………....68 
  Analysis of Qualitative Data.....................................……………………………71 
  Triangulation of Quantitative and Qualitative Data…….……………………….77 
  Hypothesis 1……………………………………………………………………..77 
  Hypothesis 2……………………………………………………………………..78 
  Research Question 1……………………………………………………………..80 
  Research Question 2……………………………………………………………..80 
  Research Question 3………………………………………………………….….81 
  Research Question 4………………………………………………………….….82 
  Summary…..……………………………………………………………………..83 
Chapter 5: Summary and Conclusions………………………………….….……...85 
  Background…….…………..………………………..…………………………...85 
  Purpose ………………..………………………………………………………....86 
                                                                 viii 
 
 
Guiding Framework…………………………..………….…………….……..…..86 
  Application of Frameworks that Address Quality of Life and Disability…….....87 
  General Discussion of Findings.....................................…………………………91 
  Limitations…………………………………………………………………….…93   
 Significance for Community Dwelling Individuals  
 Receiving Mental Health Services ……………………………………………....94 
Research and Practice Implications………………………………………….…...95 
Research Implications…………………………………………………………….95 
Implications for Nursing Practice…………………………………………….......97 
Conclusions…………………………………………………………………….....99 
Appendix A: Human Subjects Approval Letter………………………………......101 
Appendix B: Mental Health Association of the Southern Tier Approval 
Letter..…………………………………………………………………………….102 
Appendix C: Approval Letter Use of WQLI Client Questionnaire........................103 
Appendix D: Approval Letter Use of WHODAS Questionnaire…………………105 
Appendix E: Subject Recruitment Letters..................................................................108 
Appendix F: Informed Consent…………………………………………………..110 
Appendix G: WQLI Client Questionnaire………………………………………..112 
Appendix H: WHODAS Questionnaire………………………………………………....122 
Appendix I: Survey for the “Healthy Choices” (plus Mental Wellness program) 
 Participant………………………………………………………………………...124 
Appendix J: Survey for the Mental Wellness Program Participant……………….125 
Appendix K: Curriculum for Healthy Choices Program………………………….126 
References………………………………………………………………………....127 
                                                                 
 
 
 
 
                                                                 ix                      
 
 
                                                 LIST OF TABLES 
Table 1: Descriptive Statistics for Sample…………………………………….67 
Table 2: Mann-Whitney U – Test: Domains of QoL  
               HCMW vs MW-only group ………………………….………………...70 
Table 3: Mann-Whitney U Test: WQLI and WHODAS scores  
              HCMW vs MW-only group……………………………………………..71 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
          x 
1 
 
                                                              
 
                                                          CHAPTER 1 
                                                         Introduction 
      Since the deinstitutionalization of the mentally ill, community-based programs have 
become an integral component in the management of mental health among this 
population. In the United States, approximately 18.1% of adults 18 and older are afflicted 
with a serious mental illness (Hedden, Kennet, Lipari, Medley & Tice, 2015).  In New 
York State, approximately 3.9% of adults 18 and older are diagnosed with a serious 
mental illness (Substance Abuse and Mental Health Services Administration [SAMHSA], 
2015). Approximately 44% of Medicaid associated mental health expenditures in New 
York State were generated in the inpatient mental health setting, with 35% generated in 
the outpatient setting (New York State Office of Mental Health [NYSOMH], 2015). In 
terms of Medicaid service utilization, 58.3% of Medicaid utilization was generated in the 
form of non-behavioral health services (NYSOMH, 2015). Non-behavioral health 
services include care that addresses emergency and inpatient medical-surgical care. Due 
to the prevalence of serious mental illness, both nationally and statewide, creation of 
sufficient community-based services that focus on mental and physical health would help 
to meet a need for a comprehensive approach to mental health care treatment and quality 
of life (QoL). Implementation of community-based healthy living programs would assist 
in improving perception of QoL among those with serious mental illness and prevent 
hospitalizations. In order to determine the efficacy of these community-based healthy 
living programs on perception of QoL, outcomes must be evaluated in order to establish 
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the relationship between participation in these community programs and perception of 
QoL.  
     Perception of QoL is an essential component of health assessment in the determination 
of well-being in an individual. Researchers who have studied QoL described this concept 
as having multidimensional components that are based on the subjective and objective 
experience of an individual (Pitkänen, 2010). Examination of subjective and objective 
components that comprise perception of QoL are essential in the interpretation of 
perception of well-being. Subjective components can be defined as factors that appraise 
life experiences. Factors that contribute to the subjectivity of QoL perception include an 
individual’s sense of happiness, satisfaction and general well-being (Pitkänen, 2010). 
Objective components can be considered as factors that address the phenomena and have 
an effect on the subjective experience of the individual and include social functioning, 
living conditions, educational and financial resources, employment, housing and 
participation in leisure activities (Pitkänen, 2010). However, it is known that perception 
of QoL can vary from person to person.  
Overall, the perception of QoL is commonly interpreted as a positive 
psychological outlook and satisfaction with general well-being. The analysis of 
perception of QoL can assist researchers in meeting the needs of vulnerable populations, 
whether they be mental, physical or spiritual in nature. Understanding individual 
perceptions of QoL among vulnerable populations could assist in providing services that 
improve perception of QoL in this group.                                   
                    Quality of Life in the Mental Health Population  
     Evaluating perception of QoL among populations with serious mental illness is 
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essential in understanding factors that negatively or positively influence perceptions of 
QoL. Factors that have been shown to affect perception of QoL among individuals with 
serious mental illness include empowerment, self-stigma and social support (Lundberg, 
Hansson, Wentz & Björkman, 2008). Empowerment in the mental health community has 
been defined as the level of perceived control over social factors. Individuals with mental 
health conditions who were provided with a sense of personal control over social factors 
developed a sense of empowerment and adequate social support in their community 
(Nelson, Sylvestre, Aubry, George & Trainor, 2007). This contributed to the ability of 
people with serious mental illness to better adapt to community-based living and an 
improvement in self-reported satisfaction and perception of QoL (Nelson et al., 2007).  
    Researchers who have studied the perceptions of QoL among individuals with serious 
mental illness have recognized the relationship between self-stigma and negative QoL 
outcomes. The term self-stigma is defined as the incorporation of negative attitudes 
towards mental illness into an individual’s self-concept that results in low self-esteem 
(Rüsch, Corrigan, Todd & Bodenhausen, 2010). The presence of self-stigma among 
people with serious mental illness has been associated with negative outcomes, such as 
lower perceived QoL and self-esteem. Researchers have also associated the benefits of 
social support among people with serious mental illness with improved perception of 
QoL. Presence of social support among this population has been associated with 
improved mental and physical health, adjustment and personal development (Ribas & 
Lam, 2010). The presence of social support among those with serious mental illness has 
demonstrated improved perception of QoL in terms of satisfaction with the provision of 
mental health services in the community setting. The relationship between social support 
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and perception of QoL has also been beneficial in investigating cultural factors that can 
positively or negatively affect perceptions of QoL among populations with serious mental 
illness. 
                                                     Problem Statement 
       Although perception of QoL has been previously measured in populations with 
serious mental illness, it is essential to evaluate this perception as an outcome that stems 
from participation in a community-based healthy living program. Since the 
deinstitutionalization of the mentally ill, community-based programs that assist in the 
treatment of this population have been essential in the management of this group to 
community living (Lehman, 1988). Environmental and social factors that have presented 
as challenges to this population play an integral role in having a positive or negative 
effect on perception of QoL. Community-based healthy living programs serve to mediate 
the environmental, social and treatment factors that may alter perception of QoL for this 
population. Community-based healthy living programs that have a positive impact on 
perception of QoL may also assist in cost-containment in terms of mental health care 
expenditures as a result of mental health treatment in the hospital setting. Factors that 
contribute to an improvement in perception of QoL, such as availability of community 
support services, have been associated with a reduction in length of hospital stay among 
people with serious mental illness (Chamberlain, Rapp, Ridgway, Lee & Boezio, 1999).  
Community-based programs that focus on promoting healthy lifestyle choices and 
improvement in perception of QoL may also provide a comprehensive approach to 
mental and physical health treatment in the community. This in turn could further 
enhance adaptation to community living and prevent hospitalizations for individuals with 
5 
 
serious mental illness. In order to determine if participation in a community-based 
healthy living program has a positive effect on perception of QoL for people with serious 
mental illness, subjective and objective data must be examined in order to establish the 
relationship between participation in a community-based healthy living program and 
perception of QoL. 
    The primary investigator (PI) will examine how participation in a peer-based 
community healthy living program, entitled the Healthy Choices program, affects 
perception of QoL in individuals with serious mental illness. The Healthy Choices 
program is a community-based program that assists participants with serious mental 
illness to make healthy lifestyle choices (See Appendix K). The main focus of the 
Healthy Choices program is to promote physical health through workshops that promote 
physical activity and assist clients with making healthy food choices. Another focus of 
the Healthy Choices program is to assist clients at the Mental Health Association of the 
Southern Tier (MHAST) with setting health goals and through peer-support assist these 
individuals in achieving these goals. Peer-support that is established as part of the 
Healthy Choices program also assists clients in maintaining health goals and healthy 
lifestyle choices. The Healthy Choices program was conceived in collaboration with 
MHAST as a project that originated from the PI’s work for the Master’s degree. The 
Healthy Choices program was adopted as a permanent program after the PI completed the 
Master’s degree in order to complement the mental wellness programs facilitated by the 
staff at MHAST. 
      In order to examine perception of QoL through participation in the Healthy Choices 
program, subjective and objective measures were addressed with the implementation of 
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the Wisconsin Quality of Life Index (WQLI) client questionnaire and the World Health 
Organization Disability Assessment Schedule ([WHODAS]; World Health Organization, 
2010). The administration of these instruments allowed the PI to determine whether a 
positive relationship exists between participation in the Healthy Choices program and 
improvement in perception of QoL.                                                                
      For this study the WQLI client questionnaire was administered to clients who 
participated in the Healthy Choices program in order to measure perception of QoL. The 
WQLI caregiver questionnaire was not administered since there were no caregivers who 
participated in the study. The study was conducted in a facility that does not include 
mental health providers (i.e. Psychiatrist, Psychiatric Nurse Practitioners), therefore the 
WQLI provider questionnaire was not administered.  An additional quantitative measure, 
the WHODAS, was administered in order to complement the WQLI client questionnaire 
and to determine if participation in the Healthy Choices program had an effect on level of 
disability. To support subjective measures, qualitative data were collected via 
administration of a structured interview questionnaire.                               
                                                          Rationale 
      In order to determine factors that positively or negatively affect perception of QoL, 
subjective and objective elements that comprise perception of QoL must be thoroughly 
examined. Evaluation of community programs that cater to individuals in the mental 
health community identify programs that are based on the improvement of outcomes such 
as perception of QoL.  The subjective and objective data gathered, via the administration 
of the WQLI client questionnaire, from participants of the Healthy Choices program was 
assessed in order to measure perception of QoL. The WQLI client questionnaire 
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addresses data collected from the domains that are relevant to QoL in people with serious 
mental illness. These domains include general life satisfaction, occupation and activities, 
psychological well-being, physical health, social relations/support, economics, activities 
of daily living, symptoms/outlook and goal attainment. To support subjective measures 
data were collected via the administration of a structured interview questionnaire. The 
subjective data gathered provided the PI with insight into the perspective or “lived 
experience” of clients who participate in the Healthy Choices program and their 
perception of QoL. 
                                                            Purpose 
      The purpose of this study is to evaluate the impact of the Healthy Choices program on 
the QoL of the participants of the program. The participants of the Healthy Choices 
program include mentally ill clients who utilize community-based services provided by a 
local mental health agency in an Upstate New York County. The WQLI client 
questionnaire will be used to determine if participation in Healthy Choices would 
improve perception of QoL and satisfaction in specific domains of interest. These 
domains of interest include physical health, social support, activities and occupations, and 
symptoms/outlook. The implementation of the WHODAS would identify if participation 
in Healthy Choices has an effect on level of disability.  
Hypotheses developed for this study include the following: 
1. Clients who participated in Healthy Choices will have higher perception of QoL 
than those who participated only in Mental Wellness programs.  
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2. Clients who participated in Healthy Choices will have lower level of disability 
than those who participated in only in Mental Wellness programs. 
     In order to expand upon the proposed hypotheses, specific research questions were 
identified in order to investigate additional aspects of perception of QoL that could be 
affected by participation in the Healthy Choices program.  Research questions will 
address: 
1. What is the relationship between participation in either type of mental health 
program and a participant’s perceptions of physical health? 
2. What is the relationship between peer-support in either type of mental health 
program and a participant’s perceptions of relationships with others? 
3. What is the relationship between participation in either type of mental health 
program and a participant’s perceptions of engagement in activities and 
occupations?  
4. What is the relationship between participation in either type of mental health 
program and a participant’s perceptions of psychiatric symptom management? 
                                  Conceptual Framework 
     Marion Becker’s theory on QoL will serve as the conceptual framework that will 
address perception of QoL in people with serious mental illness who participate in the 
Healthy Choices program. Becker adopted her theory on QoL based on the work of Carol 
Estwing Ferrans. Ferrans (1996), proposed QoL as pertaining to a sense of well-being 
that relates to an individual’s satisfaction or dissatisfaction in the areas of health and 
functioning, psychological/spiritual wellness, social/economic conditions and family 
relationships. Becker, Diamond, and Sainfort (1993) defined QoL as a sense of well-
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being that can stem from the satisfaction or dissatisfaction with life domains that are 
relevant to the client with serious mental illness. To provide a comprehensive and 
accurate approach to measuring perception of QoL, Becker emphasized the importance of 
including perspectives from the client’s healthcare provider and caregiver. The presence 
of psychiatric symptoms could hinder the accuracy of client responses and perception of 
well-being (Becker et al., 1993). Therefore, with the inclusion of both provider and 
caregiver perspectives it would assist in supplementing client information to produce an 
accurate assessment of well-being (Becker et al., 1993). However, for this study the PI 
did not assess caregiver  and provider perspectives.  
 
Used with permission from Dr. Marion Becker                               (Becker et al., 1993) 
     Becker et al. (1993), proposed in her QoL theory nine domains that contribute to a 
client’s sense of well-being: general life satisfaction, occupation and activities, 
psychological well-being, physical health, social relations/support, economics, activities 
of daily living, symptoms/outlook and goal attainment. Each domain is evaluated 
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individually in order to determine areas of significance that have an effect on the 
perception of QoL of the client (Becker et al., 1993).  Becker, Shaw and Reib (1996) 
defined general life satisfaction as a measure that evaluates the client’s level of 
satisfaction with general life conditions. This domain could include measuring 
satisfaction with living environment, housing, food, clothing, and mental health services.  
The domain of occupation and activities focuses on the client’s daily activities related to 
work, school or mental health day programming (Becker et al., 1996). This domain could 
also include a focus on the capacity of the client to participate in daily work activities. 
Psychological well-being determines the client’s current general emotional well-being 
and mental health at a given time. The domain of physical health examines the client’s 
perspective on general physical health. The domain of social relations/support focuses on 
a client’s satisfaction with social relationships. This domain also provides insight on a 
client’s satisfaction on the amount of social support received by peers. The area of 
economics examines a client’s satisfaction with monetary resources and control over 
finances. Activities of daily living evaluates the client’s functional status and the ability 
to engage in independent living tasks (Becker et al., 1996). The domain of 
symptoms/outlook provides a subjective assessment of how psychiatric symptoms affect 
a client’s QoL and functional ability. Goal attainment focuses on the client’s achievement 
of mental health treatment goals and provides insight as to whether or not the client has 
achieved their goal. An advantage of Becker’s theory is that measurements obtained may 
elucidate the effect of interactions among the domains on well-being, allowing for the 
prioritization of pertinent domains based on client need. This conceptual framework also 
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permits the measurement of QoL either over a period of time or from a single point in 
time. 
    To complement Becker’s framework and to address level of disability, the theoretical 
underpinnings of the WHODAS will be discussed. Üstün, Kostanjsek, Chatterji and 
Rehm (2010) indicated that incorporating an instrument that identifies level of health and 
disability is pertinent in guiding researchers and clinicians on treatment interventions and 
strategies that would lead to successful outcomes for vulnerable populations.  
 
Framework for World Health Organization Disability Assessment Schedule (WHODAS) 
     Üstün et al. (2010)
Used with permission from the World Health Organization (WHO) 
     Üstün et al. (2010) identified six domains that are pertinent to measuring disability 
including: cognition, mobility, self-care, getting along, life activities and participation in 
social or community activities. The domain of cognition assesses a client’s 
communication and thinking activities. Specific areas assessed include concentrating, 
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remembering, problem solving, learning and communicating. Mobility assesses activities 
such as standing and moving around both inside and outside the home. The domain of 
self-care assesses hygiene, dressing, eating and staying alone. Getting along assesses 
interactions with others and difficulties that might be encountered due to the presence of 
a health condition. The domain of life activities assesses difficulty with daily activities. 
Activities can relate to functions that are associated with home or work. The domain of 
participation assesses social dimensions that involve community activities and barriers in 
the client’s environment.  With the integration of these elements into addressing 
disability status, researchers and clinicians are provided with a depiction of the various 
levels of disability that can be encountered with each client. 
                                                                Concepts 
1. QoL. QoL is a concept that is comprised of subjective and objective factors 
that contribute to an individual’s perception of QoL. QoL can be perceived as 
having a positive psychological outlook and satisfaction with general well-being. 
Becker et al. (1993) define QoL as a sense of well-being that can stem from the 
satisfaction or dissatisfaction in life domains that are relevant to the client with a 
serious mental illness. These domains include: general life satisfaction, 
occupation and activities, psychological well-being, physical health, social 
relations/support, economics, activities of daily living, symptoms/outlook and 
goal attainment. For this research, QoL was defined by calculating a score for the 
WQLI client questionnaire.  
        2. Disability. Üstün et al. (2010) defined disability as the decline of functioning   
            within the domains of cognition, mobility, self-care, getting along, life activities   
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           (household and work) and participation in social or community activities. For this  
           research, level of psychiatric disability was defined by calculating a score via a 12- 
            item WHODAS questionnaire. 
       3. Lived Experience. The concept of the “Lived Experience” will take a  
           phenomenological approach in the collection of qualitative data. A   
           phenomenological approach involves the exploration of an individual’s reality of   
           life and examines the “life world” or “lived experiences” that describes a   
           phenomenon as it appears to the person experiencing the phenomenon (Tuohy,   
           Cooney, Dowling, Murphy, & Sixsmith, 2013). For this research, qualitative data   
           were collected via a client structured interview and themes that relate to perception  
           of QoL will be examined. 
                                                          Design 
       This study utilized a non-experimental ex post facto design to examine the 
relationship between participation in the Healthy Choices program (HCMW) and 
perception of QoL. A control group that consists of clients who participated only in 
mental wellness programs (MW-only) was included for comparison. A convenience 
sample was used and a total of 16 subjects was recruited for the study. The subjects were 
recruited from the workshops that are available at MHAST and by telephone. A mixed 
methods approach to data collection was implemented to collect both quantitative and 
qualitative measures.  
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                                                   Study Population 
      For this study, the population of focus is individuals diagnosed with serious mental 
illness. A person with serious mental illness is classified as an individual who presents 
with a mental, behavioral, or emotional disorder that results in functional impairment that 
interferes with life activities and meets diagnostic criteria established in the Diagnostic 
Statistical Manual of Mental Disorders (SAMHSA, 2013). The study population also 
lives in the community and attends local outpatient mental health services. More 
specifically, serious mental illness diagnoses among this population may include Bipolar 
Disorder, Schizophrenia, Depression and Dissociative Identity Disorder. The population 
also includes persons classified as having dual-diagnoses, which is co-occurring mental 
illness with substance abuse. 
                                                Significance of the Study 
      Findings from this study contribute to a body of evidence that supports community-
based programs based on improving perception of QoL in people with serious mental 
illness who are being managed in the community.  Becker (1998) identified that cost 
constraints, poor perception of QoL and dissatisfaction with mental health services 
provided to individuals with serious mental illness contribute to poor adaptation to 
community living. Services that address these factors could improve perception of QoL 
in those managing serious mental illness in the community setting. Becker (1998) 
acknowledged that mental health professionals perceive QoL as a major goal of treatment 
in the care of mentally ill clients in the community and information related to QoL 
outcomes should be implemented to improve standards of care. Findings from this study 
may identify if participation in Healthy Choices would assist clients in improving social 
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support, management of psychiatric symptoms, physical health and engagement in 
occupational activities. 
                                                      Assumptions 
1. Becker’s QoL theory will be useful in understanding factors that contribute to 
perception of QoL among individuals with serious mental illness.  
2. Participants with serious mental illness will be able to articulate their perceptions 
of QoL.  
3. The WQLI client questionnaire will measure perceptions of satisfaction that 
pertain to life domains proposed in Becker’s Theory on QoL and contribute to 
perception of QoL. 
4. The WHODAS will  measure level of disability that pertains to the domains of    
cognition, mobility, self-care, getting along, life activities (household and work) 
and participation in social or community activities. 
5. A structured interview provided to client subjects will collect qualitative   
information that addresses the “lived experience” of participants and their 
perception of QoL. 
                                                        Limitations 
1. Lack of interest on the part of subject or viewing the PI as an “outsider” may deter 
the individual from completing or responding to questions that measure 
perception of QoL.  
2. The degree of cognitive impairment resulting from an individual’s altered mental 
state can be considered a barrier in the assessment of QoL. 
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3. Use of convenience sampling may result in bias and cannot make results of the 
study generalizable to populations with serious mental illness in terms of 
establishing a correlation between participation in the Healthy Choices program 
and perception in QoL.    
4. Interviews will be limited to specific days/times and may result in lack of 
availability of the participants or caregivers to engage in the data collection 
process.               
5.  Since the PI is the creator of the Healthy Choices program bias could result when 
evaluating the effectiveness of the program. The potential for bias may also occur 
as a result of subjects identifying the PI as the creator of the Healthy Choices 
program which could potentially lead to providing responses that may be 
favorable to the PI.                                                        
                                                  Summary 
     Providing comprehensive community-based care for persons with mental 
health issues continues to be a difficult endeavor. Assessing perception of QoL is 
an important factor when monitoring outcomes of such programs.  It is imperative 
to provide a comprehensive approach to QoL assessment that takes into account 
the objective and subjective experiences that affect an individual’s perception of 
QoL.  The purpose of this study is to determine if participation in a community-
based healthy living program has a positive impact on the perception of QoL 
among individuals with serious mental illness.  
    Chapter 2 includes a review of the literature that further examines the effects of 
community-based programs on perception of QoL in the mental health 
17 
 
population. The review of the literature will be organized by the variables of 
Becker’s theory on QoL.  
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                                                      CHAPTER 2   
                                                      Introduction 
     Literature reviewed in Chapter 2 includes an analysis of constructs that measure 
perception of QoL in people with serious mental illness. Databases that were searched 
included the Cumulative Index to Nursing and Allied Health Literature (CINAHL), 
Healthsource (Nursing Edition), MEDLINE, Psych and Behavioral Health Sciences 
Collection and PsychINFO. Searches were set to include articles published between the 
years of 1993 and 2018. Terms used to assist in the selection of articles included ‘Quality 
of Life’, ‘Wisconsin Quality of Life Index’ and ‘Mental Illness’. Other methods of article 
selection included analysis of references cited in relevant articles. Titles analyzed among 
reference citations were reviewed for terms that included ‘Quality of Life’ and 
‘Wisconsin Quality of Life Index’. Psychiatric diagnoses that were pertinent to the 
selection of articles include Schizophrenia, Bipolar Disorder and other diagnoses relevant 
to the group of interest.  
                                               Defining Quality of Life 
      The concept of QoL has been considered an ambiguous term due to its various 
definitions and is often associated with the well-being of an individual. Meeburg (1993) 
identified the concept of QoL as being associated with the comparison of value or 
excellence of ‘life quality’ among individuals. Sociologists that have studied the concept 
of QoL refer to this term as relating to the perception of life conditions or experiences 
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among individuals and populations (Meeburg, 1993). This could also include the 
appraisal of life conditions that contribute to the satisfaction or dissatisfaction of 
individual experiences (Meeburg, 1993).   
         Theofilou (2013) identified that QoL can be a difficult concept to define due to the 
lack of a concise definition and went on to define QoL as a multidimensional concept that 
explores the self-perceptions of an individual’s current state of mind. The concept of QoL 
can also encompass how an individual measures the “goodness” of multiple aspects of 
their life (Theofilou, 2013). In order to accurately measure and define QoL, the domains 
that comprise this concept must be identified. Theofilou (2013) identified that the concept 
of QoL includes social, environment, psychological and physical components. 
     Fayers and Machin (2016) also identified the concept of QoL as having various 
meanings and as a term that could be perceived differently depending upon its area of 
application. In some instances the concept of QoL has been associated with an 
individual’s perception of happiness and satisfaction with life. Fayers and Machin (2016) 
identified that measuring the concept of QoL should include a focus on general health, 
physical functioning, physical symptoms, emotional functioning, cognitive functioning, 
role functioning, social well-being and sexual functioning. Therefore, when attempting to 
describe QoL, a comprehensive exploration of its components must be included.  
      Although QoL could refer to the perception and appraisal of life experiences, it can 
also refer to the improvement of health outcomes in certain populations. In order to apply 
the concept of QoL in terms of health-related outcomes, a concise and comprehensive 
definition of QoL was needed. Becker (1998) wrote that QoL, when utilized as a health-
related outcome, should take a multidimensional approach that includes subjective and 
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objective components as well assessments that address life domains and global QoL. 
Subjective components can involve patient-rated perceptions that relate to physical and 
psychological well-being, sense of achievement and satisfaction with personal goals 
(Becker, 1998). Objective components can involve observations that pertain to external 
circumstances such as income, housing, personal safety, social relationships and 
functional status (Becker, 1998). To provide an absolute definition of QoL, Becker 
theoretically defined this concept as a client’s perception of well-being that stems from 
the satisfaction or dissatisfaction with life domains that include general life satisfaction, 
occupation and activities, psychological well-being, physical health, social 
relations/support, economics, activities of daily living, symptoms/outlook and goal 
attainment (Becker et al., 2006).  
     Within the context of health-based outcomes the effectiveness of community-based 
programs, which cater to those with serious mental illness, should be established in order 
to assist in meeting the needs of vulnerable populations and their perception of QoL.  
                      Measuring Quality of Life in the Mental Health Population 
     Measuring perception of QoL among populations with serious mental illness is 
essential in understanding factors that can negatively or positively affect perception of 
QoL. In previous studies, factors such as empowerment, self-stigma and social support 
have been known to affect perception of QoL among the mental health population 
(Lundberg et al., 2008). Individuals with mental health conditions who felt empowered 
developed a sense of control over social factors and adequate social support in their 
community (Nelson et al., 2007). This contributed to the ability of people with serious 
mental illness to better adapt to community-based living and an improvement in self-
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reported satisfaction in well-being (Nelson et al., 2007). Researchers who have studied 
perceptions of QoL among people with serious mental illness have recognized the 
relationship between self-stigma and negative QoL outcomes. Self-stigma that occurs 
among people with serious mental illness has been associated with outcomes such as 
lower perceived QoL and self-esteem (Rüsch et al., 2010).  
     Researchers have also associated the benefits of social support among people with 
serious mental illness with improved perception of QoL. Perception of adequate social 
support among clients with serious mental illness has been associated with improved 
mental and physical health, adjustment and personal development (Ribas & Lam, 2010). 
Adequate provision of social support among those with serious mental illness has also 
demonstrated improved QoL outcomes in terms of satisfaction with the provision of 
mental health services in the community setting.  
     Yasien, Alvi and Moghal (2013) examined the relationship between the presence of 
adequate social support systems and its impact on perception of QoL among the mentally 
ill. Yasien et al. (2013) identified that people who feel supported by their social network 
experience less anxiety and depression and higher self-esteem. Presence of an adequate 
support system for clients with serious mental illness could not only assist in improving 
perception of QoL, but also perception of psychiatric symptoms (Yasien et al., 2013). 
Sánchez, Rosenthal, Tansey, Frain and Bezyak (2016) examined factors such as presence 
of social support system as a predictor of QoL in clients with serious mental illness. 
Sánchez et al. (2016) identified that clients with serious mental illness who had an 
adequate social support system had an improved perception of QoL. Programs that focus 
on treatment of individuals with serious mental illness should include a component that 
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assists a client with improving their social support system. Mental health programs that 
assist in improving a client’s social support system could in turn improve perception of 
their QoL.  
      Measuring perception of QoL in individuals with serious mental illness has focused 
on concepts such as empowerment, social support and self-stigma (Nelson et al., 2007; 
Lunberg et al., 2008; Rüsch et al., 2010; Ribas & Lam, 2010; Yasien et al., 2013; 
Sánchez et al., 2016) The benefits of including lifestyle modification strategies and 
perception of QoL in the mentally ill have also been investigated. Green, Jannoff, 
Yarborough and Yarborough (2014) examined the benefits of including a program that 
focuses on lifestyle modification strategies in individuals who are taking psychotropic 
medications. Green et al. (2014) identified that individuals who are prescribed 
psychotropic medications are at an increased risk for premature mortality due to serious 
side effects. Disease processes, such as cardiovascular disease and obesity, can develop 
as result of these medications and thus negatively impact perception of QoL (Green et. al, 
2014). The authors identified that including a program that focuses on lifestyle 
modification strategies in the mentally ill could also improve physical health, self-esteem 
and body image. Green et al. (2015) followed up with an additional study that supports 
the use of lifestyle modification strategies in the mentally ill population. This later study 
further emphasized that including lifestyle modification strategies that lead to an 
improvement in physical health, self-esteem and body image could result in enhanced 
mental health management and perceived QoL.  
     Tessier et al. (2017) examined the effect of implementing therapeutic lifestyle changes 
(TLC) on perception of QoL in those with serious mental illness.  Tessier et al. (2017) 
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acknowledged that TLC’s encouraged individuals with serious mental illness to make 
healthy lifestyle modifications in the areas of exercise, nutrition, stress management, 
relaxation and relationships.  Tessier et al. (2017) also identified that engagement in TLC 
behaviors was associated with improvement in perceived physical health, psychological 
health and QoL (Tessier et al., 2017). Deenik et al. (2017) examined the relationship 
between engagement in physical activity and perception of QoL among individuals with 
serious mental illness. The authors also identified that individuals with serious mental 
illness who engaged in increased physical activity had better outcomes in terms of 
perception of physical health, psychiatric symptoms and QoL (Deenik et al., 2017).              
                                     Becker’s Theory of Quality of Life 
     Becker developed a theory on QoL based on the work of Carol Estwing Ferrans 
(1996) who based her theory on the on the QoL Model (QLM) proposed by Campbell, 
Converse and Rodgers in 1976. The QLM (Campbell et al., 1976) acknowledged that the 
concept of QoL is comprised of an individual’s objective and subjective perception of 
happiness in life domains. Although the QLM addressed relevant components of QoL, 
Ferrans initiated an approach to conceptually clarifying the concept of QoL proposed by 
Campbell et al. (1976). She indicated that QoL for each individual can be subjective and 
must take into account life domains that are significant to each person.  Ferrans (1996) 
proposed that the concept of QoL pertains to a sense of well-being that relates to an 
individual’s satisfaction or dissatisfaction in the areas of health and functioning, 
psychological/spiritual wellness, social/economic conditions and family relationships. 
Examples of components that contribute to an individual’s perceived level of satisfaction 
in the aforementioned domains include physical independence, financial independence, 
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emotional support from others, satisfaction with life/self and family health. Ferrans’ 
theory on QoL led to the development of the Ferrans and Powers QoL Index (Ferrans & 
Powers, 1984), an evaluative method that assisted in the measurement of perceived QoL 
in patients with health related illnesses, i.e. cancer patients, patients with End Stage Renal 
Disease (ESRD).  
     Unlike Ferrans, Becker focused primarily on examining perception of QoL among 
patients with serious mental illness. Becker et al. (1993) further identified the concept of 
QoL as a multi-dimensional construct that includes both subjective and objective 
components. In order to determine the efficacy of a community-based program on 
perception of QoL, the PI must take into account domains that comprise Becker’s theory 
along with subjective and objective components that measure perception of QoL. 
                                            Domains of Well-being 
    Consistent with Becker’s QoL theory, Becker et al. (1993)  proposed life domains that 
contribute to a client’s sense of well-being including; general life satisfaction, occupation 
and activities, psychological well-being, physical health, social relations/support, 
economics, activities of daily living, symptoms/outlook and goal attainment. Each 
domain is evaluated individually in order to determine areas of significance that have an 
effect on the perception of QoL of the client (Becker et al., 1993). Becker et al. (1996) 
defined general life satisfaction as a measure that evaluates the client’s level of 
satisfaction with general life conditions with such items as living environment, housing, 
food, clothing, and mental health services.  The domain of occupation and activities 
focuses on the client’s daily activities related to work, school or mental health day 
programming (Becker et al., 1996). This domain could also include a focus on the 
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capacity of the client to participate in daily work activities. Psychological well-being 
determines the client’s current general emotional well-being and mental health at a given 
time, while the domain of physical health examines the client’s perspective on general 
physical health. Social relations/support domain focuses on a client’s satisfaction with 
social relationships and provides insight on a client’s satisfaction on the amount of social 
support received by peers. The area of economics examines a client’s satisfaction with 
monetary resources and control over finances. Activities of daily living are included to 
evaluate the client’s functional status and the ability to engage in independent living tasks 
(Becker et al., 1996). The domain of symptoms/outlook provides a subjective assessment 
of how psychiatric symptoms affect a client’s QoL and functional ability. Goal 
attainment focuses on the client’s achievement of mental health treatment goals and 
provides insight as to whether or not the client has achieved their goal.  
    Perception of Satisfaction and QoL in Individuals with Serious Mental Illness 
      In order to orient factors that contribute to the perception of satisfaction and QoL 
among clients with serious mental illness, a schematic was developed by this author to 
situate these factors (See Figure 2). The schematic identifies factors such as severity of 
psychiatric symptoms, degree of psychopathology, positive client-clinician relationships, 
satisfaction with mental health services, presence of peer-supported mental health 
services and treatment, self-stigma and adverse life events as factors that could contribute 
to client perceived satisfaction in life domains postulated by Becker. Out of the life 
domains proposed by Becker, satisfaction within the domains of symptoms/outlook, 
general life satisfaction and social support/ relationships could significantly be affected. 
This in turn can have a positive or negative effect on individual perception of QoL. 
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Previously mentioned factors could also have a direct, positive or negative effect on 
perception of QoL (See Figure 1).   
 
Figure 1: Factors that influence client perception of QoL and satisfaction       
                             Psychiatric Symptoms and Symptoms / Outlook 
     Since the inclusion of mental health care in the community setting, severity of 
symptoms and symptom management has been integral in the management of this 
population. Interventions that include psychopharmacologic and psychosocial approaches 
to mental health treatment have assisted this population in improving perception of QoL 
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and symptom management. Becker et al. (1996) identified severity of psychiatric 
symptoms as a factor that could hinder individual perception of QoL. With symptoms 
playing an integral role in perception of QoL among people with serious mental illness, 
Becker emphasized the importance of including client perceptions on psychiatric 
symptoms when evaluating perception of QoL. Including the client’s perception of 
psychiatric symptoms is essential in determining the effects of symptom severity on QoL 
and functional status.  
     Caron, Mercier, Diaz, and Martin (2005) specified that QoL outcomes have become a 
relevant indicator in determining the effectiveness of community-based mental health 
services and programs. With the presence of services that assist in improving perception 
of QoL in this population, presence of personal and social variables could compromise 
the maintenance of QoL. Caron et al. (2005) explored the relationship between the impact 
of socio-demographic and clinical variables on the QoL of patients with serious mental 
illness. To identify the effect of clinical variables (i.e. symptom severity) on perception of 
QoL, Caron et al. (2005) included the Canadian version of the WQLI client questionnaire 
to identify life domains that were impacted. Clients that were assessed in this study were 
identified to have a diagnosis of paranoid schizophrenia, other diagnoses of schizophrenia 
(i.e. disorganized, undifferentiated, residual, etc.) and schizoaffective disorder. Caron et 
al. (2005) indicated that the type of schizophrenia was correlated with level of 
satisfaction in terms of psychiatric symptoms and symptom outlook. Findings from the 
study identified that clients with paranoid schizophrenia reported lower QoL and lower 
scores in the life domain of symptoms/outlook. Other scores that were affected by the 
type of schizophrenia included the life domains of occupation and activities and 
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psychological well-being. To further support these findings, Caron et al. (2005) noted 
that the degree of symptom severity experienced by clients diagnosed with paranoid 
schizophrenia appeared to promote avoidance of activities that involved social contact 
and isolation. Findings identified that the severity of mental illness and associated 
symptoms can interfere with QoL to produce a lower perception of satisfaction with well-
being and symptoms. Severity of symptoms associated with an affiliated psychiatric 
diagnosis can lead to social isolation, which in turn can further facilitate dissatisfaction 
with well-being. 
        Renwick et al. (2015) examined how psychiatric symptoms in clients diagnosed with 
psychosis affected perception of QoL. Renwick et al. (2015) further acknowledged that 
the type of treatment for depressive and negative symptoms and duration of untreated 
psychosis could impact perception of QoL. For this study perception of QoL was 
measured using the WQLI client questionnaire in order to understand the impact of 
psychiatric symptoms on QoL. Clients that were included in the study were clients with 
serious mental illness who were receiving mental health treatment in either the 
community or inpatient setting. Diagnostic criteria for first episode psychosis was based 
on the Diagnostic and Statistical Manual of Mental Disorders – TR.  Renwick et al. 
(2015) identified that clients who received involuntary inpatient mental health treatment 
experienced less depressive symptoms, had an improved perception of psychiatric 
symptoms and QoL. Therefore, programs that provide mental health treatment should 
focus on improving perception of QoL through the management of psychiatric symptoms. 
Symptoms that are perceived by the client to be well managed could in turn lead to an 
improved perception of their QoL.  
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       In terms of symptom outlook, phase-specific community treatment of psychiatric 
conditions has been known to improve perception of QoL and satisfaction with 
symptoms. Malla, Norman, McClean and McIntosh (2001) investigated the effectiveness 
of phase-specific psychosocial interventions and psychopharmacological treatment with 
clients diagnosed with first episode psychosis related to diagnoses of schizophrenia, 
schizophreniform and schizoaffective disorder. Clients were also identified as receiving 
phase-specific treatment within 30 days of a first-episode psychotic event. Malla et al. 
(2001) measured global QoL using the WQLI client questionnaire and focused on the 
effects of phase-specific psychosocial and psychopharmacological interventions in the 
improvement of satisfaction in the life domain of symptoms/outlook. The findings of this 
research indicated that clients who demonstrated a 30% or greater improvement in 
positive symptoms exhibited higher scores in the life domain of symptoms/outlook. 
Therefore, due to early implementation of phase-specific treatment and improvement of 
psychiatric symptoms among this group, clients experiencing first episode psychosis 
demonstrated an improved level of satisfaction with symptoms. This in turn also revealed 
that satisfaction with symptoms, because of early psychosocial and 
psychopharmacological intervention, improved satisfaction with psychological well-
being. Improvement of psychiatric symptoms that lead to satisfaction with psychological 
well-being and symptom management could improve perception of QoL. 
      Similarly, Malla et al. (2004) investigated the effects of delayed treatment in patients 
who experienced first episode psychosis. Clients included in this research were primarily 
diagnosed with Schizophrenia. The WQLI client questionnaire was utilized to determine 
which domains that contribute to perception of QoL are affected by delays in treatment 
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that target first episode psychosis. Severity of symptoms was also taken into account 
when considering treatment delays. Symptoms taken into consideration included reality 
distortion, psychomotor poverty, disorganization, depression and anxiety (Malla et al., 
2004). Findings identified a negative relationship between depression and the domain of 
symptom/outlook, indicating that a higher severity of depression resulted in poorer 
outlook on symptoms. It can be inferred that delays in treatment that assist in the 
management of psychiatric symptoms can affect the client’s perception or satisfaction 
with symptom severity. Delays in mental health treatment that address psychosis and 
associated psychiatric symptoms can not only negatively affect perception of symptoms, 
but can also lead to a poorer perception of QoL. 
      Psychosocial modalities that include coping strategy development have been an 
essential component to improving perception of QoL and symptoms in people with 
serious mental illness. Rudnick and Martins (2009) examined the effects of various 
coping techniques on symptom severity in clients with serious mental illness and 
identified six coping techniques that influenced symptom severity and life domains 
addressed by the WQLI client questionnaire. These six coping techniques included 
supportive and passive coping, activity coping, hope-related coping, wishful-thinking 
coping, guilt and indirect coping, and non-compulsive coping. Techniques of support and 
passive coping, hope-related coping and guilt and indirect coping were inversely 
correlated with question items that addressed symptoms/outlook. Thus, the use of these 
coping techniques assisted in improving perceptions of symptom severity, which in turn 
improved the client’s perception of QoL. It was also discovered that activity coping and 
hope-related coping strategies improved client perception of psychological well-being. It 
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can be acknowledged that the incorporation of psychosocial techniques that address 
coping strategies can assist with perception of symptoms and psychological well-being. 
With this in mind, the improvement of psychiatric symptoms and well-being through the 
use of coping strategies can assist in improving the client’s perception of QoL.  
General Life Satisfaction 
     Becker et al. (1996) identified the domain of general life satisfaction as a measure that 
evaluates the client’s level of satisfaction with general life conditions. This measure 
could include measuring satisfaction with living environment, housing, food, clothing, 
and mental health services. Selected articles that emphasize the significance of general 
life satisfaction in the measurement of QoL identified several variables that affected the 
measurement of this domain. Variables such as presence of positive relationships 
between clients and mental health providers, satisfaction with mental health services, 
self-stigma and adverse childhood and adult experiences in mental health recovery have 
played a significant role in general life satisfaction. Presence of these variables can either 
positively or negatively affect perceptions in this life domain. Self-stigma, a common 
experience in people with serious mental illness, can negatively impact the client’s 
perception of satisfaction with general life circumstances. Presence of these variables, 
whether it has a positive or negative impact on a client’s perception of general life 
satisfaction, can eventually affect perception of QoL.  
   Green et al. (2008) explored the relationship between positive client-clinician 
relationships and continuity of care on QoL. Participants of this study included clients 
with a diagnosis of Schizophrenia, Schizoaffective disorder, Bipolar Disorder or affective 
psychosis. Data examined included results reported from the Study of Transitions and 
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Recovery Strategies (STARS), an exploratory, longitudinal, mixed-methods study of 
recovery from serious mental illness (Green et al., 2008). To explore the life domain of 
general life satisfaction, the General Satisfaction Scale was incorporated from the WQLI 
client questionnaire as a quantitative measure that examined the relationship between 
satisfaction with mental health services, perception of QoL and recovery outcomes. 
Findings indicated that the presence of positive relationships between clients and 
clinicians in recovery-oriented and patient-directed mental health care has led to an 
improvement in the perception of mental health recovery and QoL. Continuity of care 
within the context of recovery-oriented and patient-directed treatment has led to the 
development of trusting relationships between clients and clinicians and overall 
satisfaction with mental health care services. Providing mental health treatment that 
promotes therapeutic relationships and continuity of care among clients and clinicians 
can have a significant impact on client perceptions of satisfaction with mental health 
services. An additional study conducted by Green et al. (2013b), further examined the 
relationship among the participants of the STARS study and recovery trajectory from 
serious mental illness. The WQLI client questionnaire was incorporated to examine the 
relationship between level of mental health recovery, perception of mental health services 
and QoL. Participants of this study included clients with a diagnosis of Schizophrenia, 
Schizoaffective disorder, Bipolar Disorder or affective psychosis. Findings indicated that 
as a result clients who experienced a higher level of mental health recovery had greater 
satisfaction with their mental health clinician and the services they provided. Green et al. 
(2013b) also identified that those with a higher level of mental health recovery 
experienced increased satisfaction in terms of psychiatric symptoms and physical health.  
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Psychiatric interventions that take a therapeutic and recovery-oriented approach to 
recovery from serious mental illness can have a positive effect on general life 
satisfaction, in terms of satisfaction with mental health care and QoL. 
     An additional study by Green, Janoff, Yarborough and Paulson (2013a) incorporated a 
peer-based recovery intervention that assisted clients with recovery from serious mental 
illness.  The authors identified goals of peer-based recovery as providing a safe and 
supported environment that is conducive to promoting client self-worth, dignity and 
facilitation of experiential learning experiences. To examine the relationship between 
peer-based mental health recovery groups and QoL, participants were randomly assigned 
to three study groups: a 6-week pilot study group (cohort 1), 10-week peer-supported 
recovery intervention group (cohort 2) and a delayed-intervention control group (cohort 
3). Clients assigned to the cohorts had diagnoses of Schizophrenia, Bipolar Disorder and 
Schizoaffective Disorder. To address QoL in relation to peer-based mental illness 
recovery, the general life satisfaction subscale was adopted from the WQLI client 
questionnaire. Findings identified that the pilot study group demonstrated no significant 
change in general life satisfaction as result of participation in the peer-based recovery 
group. Although no changes in life satisfaction were found, it was noted that other 
domains that address QoL showed a statistically significant improvement in areas such as 
symptom scores and hope for improvement in QoL. The intervention group demonstrated 
a marginally significant improvement in general life satisfaction while the delayed 
intervention group, in which there was delayed participation in the peer-based recovery 
group, also demonstrated no significant change in general life satisfaction. In terms of 
peer-based mental health recovery, the length of participation in peer-based groups is 
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essential in showing marked improvement in perception of QoL and in particular 
perceptions that pertain to general life satisfaction. The authors suggested that consistent 
long-term participation in peer-based recovery groups should be encouraged in order to 
allow for continued improvement in recovery from serious mental illness and 
maintenance of well-being.   
      To further examine the significance of mental health recovery and perception of QoL, 
Stumbo, Yarborough, Paulson and Green (2015) examined the effects of adverse 
childhood and adult experiences in recovery from serious mental illness. The researchers 
identified that clients diagnosed with serious mental illness have reported one or more 
adverse childhood experiences. As a result of these childhood experiences, adults with 
serious mental illness have presented with poorer emotional and physical functioning, 
including increased exposure to adverse events in adulthood. These factors including the 
presence of psychiatric symptoms can lead to poorer perception of QoL. To address these 
factors and their impact on QoL, the WQLI client questionnaire was integrated to 
examine the relationship between the aforementioned variables, QoL and client 
perception of general life satisfaction. Participants were recruited by the previously 
mentioned STARS study and psychiatric diagnoses of Schizophrenia, Schizoaffective, 
Bipolar Disorder and Affective Disorders were included. Findings indicated that presence 
of adverse experiences in childhood were not associated with poorer perceptions of 
general life satisfaction and QoL. However, adverse experiences in adulthood were 
associated with poorer perceptions relating to general life satisfaction and QoL. Due to 
the presence of adverse experiences in adults with serious mental illness, life domains 
that address social support/relationships and physical health were also negatively 
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impacted. From this investigation, it can be assumed that the presence of adverse 
experiences in adulthood is a determining factor in perceived QoL in adults with serious 
mental illness. The authors suggested that providers assisting clients with recovery from 
serious mental illness take into account and identify the presence of adverse experiences 
in adulthood. Stumbo et al. (2015) concluded that adverse adult experiences are 
significant indicators that could affect mental and physical health, QoL, social 
functioning, and mental health recovery. Early identification of these experiences was 
found to aid promotion of appropriate recovery-oriented treatment and improved 
perceptions of general life satisfaction and QoL.  
    People with serious mental illness are often afflicted with the negative effects of self-
stigma. Self-stigma can be characterized by the presence of negative feelings and 
maladaptive behavior that occur as a result of an individual’s experience or perception of 
negative social reactions based on their mental illness.  Livingston, Rossiter and Verdun-
Jones (2011) identified that the presence of self-stigma in an individual with serious 
mental illness has been associated with low self-esteem, poor QoL, reduced self-efficacy 
and increased severity of psychiatric symptoms. In order to understand the effects of self-
stigma and perception of QoL, Livingston et al. (2011) included clients with a diagnosis 
of Schizophrenia, Bipolar Disorder and other psychotic disorders who were receiving 
compulsory community mental health treatment in either civil or forensic mental health 
systems. To measure perception of QoL, the WQLI client questionnaire was implemented 
to determine the effects of self-stigma on not only perceived QoL, but also general life 
satisfaction. Findings demonstrated that higher levels of self-stigma in both groups were 
not significantly associated with life satisfaction. It was also identified that levels of self-
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stigma were not significantly associated with psychological well-being. Although these 
results were not significant in the life domains of general life satisfaction and 
psychological well-being, higher levels of self-stigma were associated with severity of 
psychiatric symptoms. It can be inferred that degree of self-stigma could result in 
increased severity of psychiatric symptoms, which may or may not have an immediate 
effect on perceptions of life satisfaction, psychological well-being and QoL. Therefore, 
the authors wrote that it is imperative that clients be evaluated for the presence and 
severity of self-stigma so that long-term negative effects of this phenomenon can be 
deterred. 
    Similarly, Livingston (2012) followed up on the aforementioned study by examining 
the effects of self-stigma over time. Livingston (2012) proposed that self-stigma in clients 
with serious mental illness has been associated with hopelessness, poor self-esteem, 
decreased empowerment, reduced treatment adherence and increased symptom severity. 
To further examine the relationship between perception of self-stigma, life satisfaction 
and QoL, the WQLI client questionnaire was implemented to measure these variables. 
The study sample included participants with diagnoses of Schizophrenia, Bipolar 
Disorder and other psychotic disorders who were receiving compulsory community 
mental health treatment within the civil or forensic mental health systems. Findings 
indicated that presence of self-stigma was associated with poorer perception of life 
satisfaction and QoL at both baseline and at 12-month follow up. Findings also indicated 
that presence of self-sigma had a negative effect on perception of psychological well-
being and social relationships at baseline. At 12-month follow-up perceptions of 
psychological well-being, social relationships, psychiatric symptoms and participation in 
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activities of daily living were affected. It can be reinforced to researchers that factors, 
such as self-stigma, must be measured over time in order to understand how its long-term 
effects influence perception of QoL in individuals with serious mental illness and 
relevant domains that contribute to well-being. Early identification of self-stigma and 
psychiatric symptoms associated with this phenomenon is crucial in preventing the 
deterioration of QoL among people with serious mental illness.   
 Social Support and Social Relationships 
     Presence of social support and adequacy of social relationships is essential in various 
aspects relating to clients with serious mental illness. Becker et al. (1996) defined the 
domain of social relations/support to focus on a client’s satisfaction with social 
relationships and amount of support received by these relationships. Perceived 
satisfaction in the domain of social support and relationships is crucial in determining the 
QoL status of the client. Support systems provide clients with serious mental illness with 
an outlet that supports recovery and formation of healthy social relationships.  
     Psychopathological processes associated with serious mental illness can influence 
perception of satisfaction with social support and social relations. The degree of 
psychopathology can also impair social relationships. Caron et al. (2005) identified that 
clients diagnosed with Paranoid Schizophrenia experience difficulties with social 
relationships and avoid activities that include social interaction. This indicated that the 
effects of psychopathological processes associated with serious mental illness could 
interfere with the formation of adequate support systems and relationships, which in turn 
can lead to isolation. Isolation, as well as impairment in social skill development, can 
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lead to decreased satisfaction within the domain of social support/relationships and 
perceived QoL.  
     Hendryx, Green and Perrin (2008) examined the role of social support in the recovery 
of clients with serious mental illness. The authors proposed that adequate social support 
is essential in the psychological health and recovery in clients with serious mental illness. 
With social support being crucial in mental illness recovery, adequate social support can 
in turn, improve quality of social relationships and perception of QoL. To measure these 
outcomes, two items from the social support/relationships domain from the WQLI client 
questionnaire were selected to measure the domain of social support/relationships. These 
questions addressed actual support received and number of individuals in the client’s 
support network. Findings from the study identified that adequate social networks and 
social support were associated with improved recovery outcomes. Adequate social 
support was thought to have the added benefit of providing emotional and psychological 
care that encourages the client to become motivated in attaining recovery goals and 
improving QoL (Hendryx et al., 2008). Recovery-oriented interventions that supported 
peer-based modalities were also thought to assist in sustaining adequate social support. 
Peer-based recovery groups could provide clients recovering from a serious mental 
illness with social support that originally was lacking prior to participation in group 
treatment. The presence of peer-based social support can improve client QoL outcomes in 
terms of satisfaction with social networks, social relationships and recovery from mental 
illness.  
      Atkinson, Zibin and Chuang (1997) explored the relationship between type of 
psychopathology and social support in clients with serious mental illness and found that 
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psychopathology could have an effect on mental, emotional and social perceptions when 
measuring QoL outcomes. Clients with diagnoses of Schizophrenia, Bipolar Disorder and 
Depression were included in the study. The WQLI client questionnaire was used to 
examine the relationship between type of psychiatric diagnosis and perceptions of social 
support/relationships. Findings demonstrated that among the three psychiatric diagnoses, 
clients diagnosed with Bipolar Disorder and Depression reported more social 
involvement and satisfaction than clients diagnosed with Schizophrenia.  
     When measuring perceptions of social support and adequacy of social relationships, 
Atkinson et al. (1997) wrote that it is essential to take into account the psychopathology 
of the client in question. The degree of psychopathology can interfere with perceptions 
relating to adequacy of social support. For instance, a client in a depressed state may 
indicate that they lack a social support system, when in fact support from family 
members is observed. This also takes into account the importance of seeking information 
from outside sources, i.e. caregivers, in order to supplement information provided by the 
client.  
      To further assess the impacts of psychopathology on the domain of social support and 
relationships, Hasson-Ohayon et al. (2015) examined the effects of metacognitive and 
social cognition on social aspects of QoL in clients with Schizophrenia. Metacognition 
was described by the authors as a psychological spectrum of activities that allow the 
individual to capture what others think and feel and how to respond to psychological and 
social challenges. Social cognition was described as referring to a range of different 
cognitive, affective, automatic and voluntary processes that assist in the accuracy or 
flexibility of judgments. Hasson-Ohayon et al. (2015) indicated that impairment of 
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metacognition is evident in both beginning and late stages of Schizophrenia and are 
associated with both objective and subjective indicators of QoL. To investigate the 
relationship between these cognitive processes on perception of QoL and social 
indicators of QoL, the domain that measures social support/relationships in the WQLI 
client questionnaire was utilized. Participants of the study included clients with a primary 
diagnosis of Schizophrenia. Findings indicated that understanding the minds of others 
(metacognition) and low self-reflectivity improved social QoL. Depending on the degree 
of impairment of these cognitive processes, outcomes that relate to satisfaction with 
social support, interactions and relationships were found to be impacted. For instance, a 
client with a diagnosis of Schizophrenia who presents with severe metacognitive 
impairment could report difficulty in relating to others, lack of social support and 
avoidance of social interactions. Therefore, it is pertinent to take into account the severity 
of cognitive impairment and how this impairment could interfere with client perceptions 
of social support, relationships and QoL.   
               Analysis of Research Studies Related to the Research Proposed 
    Findings from the review of literature identified that the themes of psychiatric 
symptoms and symptoms/outlook, general life satisfaction and social support /social 
relationships were significant in QoL research in clients with serious mental illness. The 
first relevant theme pertains to the presence of psychiatric symptoms and measurement of 
the domain symptoms/outlook. Severity of psychiatric symptoms in this population can 
affect a client’s perception of satisfaction and QoL that are affected by symptoms. In 
relation to symptom severity, programs that assist in the management of psychiatric 
symptoms are crucial in improving perception of QoL in individuals afflicted with a 
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serious mental illness. When measuring outcomes that address perception of QoL and 
psychiatric symptoms it is essential to take into account severity of symptoms and type of 
treatment the client is receiving for mental health management. It is also essential to 
examine how factors related to psychiatric symptoms could affect an individual with 
serious mental illness from achieving an optimal perception of physical health.    
   General life satisfaction in individuals with serious mental illness is also another 
significant contributor to perception of QoL. Articles selected examined factors that 
could contribute to satisfaction or dissatisfaction with life circumstances. Provision of 
satisfactory mental health services and positive client-provider relationships are essential 
in mental health recovery and improvement in QoL. Presence of peer-based support 
could also function to assist clients with becoming empowered and motivated to improve 
life circumstances that in turn improve perception of QoL. Although there are positive 
factors that could contribute to satisfaction with life circumstances, negative factors can 
be apparent. Societal perceptions of mental illness can contribute to self-stigma among 
people with serious mental illness. Other factors that can negatively affect perception of 
QoL and general life satisfaction are the presence of adverse personal experiences. 
Community-based programs that take a therapeutic and peer-based approach to mental 
health services should be evaluated on how these strategies could improve perception of 
satisfaction in terms of mental health services and QoL.  
     Presence of social support and adequate social relationships are important factors that 
contribute to improving QoL in clients with serious mental illness. Examining the 
adequacy of an individual’s social support system can determine the likelihood that an 
individual would reach recovery goals. Peer-based support must also take into 
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consideration the development of adequate social networks and relationships that were 
previously lacking. Presence of peers as a support network can encourage the client to 
become motivated and empowered to attain recovery goals, which in turn can improve 
perception of QoL. Other factors that could affect satisfaction within the context of the 
social support/relationships domain are type of psychopathology. When measuring 
perceptions of social support and adequacy of social relationships, it is essential to take 
into account the psychopathology of the individual in question. Degree of 
psychopathology can interfere with perceptions on adequacy of social support. Another 
aspect of psychopathology and its effect on measuring perceived QoL is how impaired 
cognitive processes affect this measure. Individuals that present with impairment in 
cognitive processing could report difficulty in relating to others, lack of social support 
and avoidance of social interactions. This could lead to social isolation, which in turn 
could negatively affect the client’s QoL. Evaluation of community-based programs, 
especially programs that focus on both physical and mental health, must take into 
consideration how presence of adequate support systems and ability to develop 
relationships with others could promote or hinder the achievement of health goals.  
                                   Implications for Proposed Research  
     This study will examine whether participants of the Healthy Choices program have 
higher levels of perception of QoL. The study assesses the constructs related to 
perception of QoL as described by Becker using the WQLI client questionnaire. The 
following will review study implications that pertain to the importance of including 
qualitative data, measuring disability and measuring perception of QoL using Becker’s 
theory within the context of a community-based program.                  
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                                          Need for Qualitative Data 
      In order to supplement quantitative measures that assess perception of QoL, 
qualitative data will be collected to augment the understanding of the “lived experience” 
of the clients who participate in the Healthy Choices program. The “lived experience” 
would consist of the perceptions provided clients who participated in the Healthy Choices 
program and their experiences in how the program improved perception of their QoL (i.e. 
perception of physical health, psychiatric symptoms, etc.) Therefore, the methodology of 
phenomenology will be implemented for this study. As previously mentioned a 
phenomenological approach involves the exploration of an individual’s reality of life and 
examines the “lived experiences” of a person experiencing the phenomenon (Tuohy et al., 
2013). 
      Research analyzed from the literature review identified studies that included 
qualitative data to support the “lived experience” of the client in order to determine the 
efficacy of mental health programs on QoL outcomes. Green et al. (2008) included 
qualitative data in the form of client interviews to support how continuity of care and 
presence of supportive client-clinician relationships affected client recovery from serious 
mental illness. Qualitative analysis from this study served to support the importance of 
providing positive and trusting client-clinician relationships in order to promote 
adherence to treatment regimen and continued satisfaction with mental health care 
services that focus on client recovery. In a later study, Green et al. (2013a) integrated 
qualitative analysis to emphasize the significance of peer-based recovery programs for 
clients recovering from serious mental illness. The purpose of including qualitative client 
perceptions was to establish that recovery groups that provide peer-based support assist in 
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improving perception of general life satisfaction and social support in people with serious 
mental illness. Livingston et al. (2011) incorporated qualitative data to identify how self-
stigma influenced clients in becoming involved in the forensic mental health system. 
Qualitative perceptions provided via client interviews provided insight on how social 
perceptions of mental illness can lead to self-stigma and altered self-perceptions in the 
client. Qualitative analysis pertaining to self-stigma also served the purpose of 
understanding the “mind set” of a client experiencing varying degrees of self-stigma. 
     In relation to the participants of the Healthy Choices program, qualitative data should 
be collected in order to support how the program improved perception of QoL. With this 
in mind, a phenomenological approach should be used in order to understand the “lived 
experience” of the client and their perception of QoL.                                     
                                                Measuring Disability 
     From the literature review, the severity of psychiatric symptoms could have a negative 
impact on the perception of QoL in an individual with a serious mental illness (Caron et 
al., 2005). Strategies that address the improvement of psychiatric symptoms must not 
only measure improvement in perception of QoL but also level of psychiatric disability. 
Üstün et al. (2010) indicated that information on functioning and disability is taken into 
account by professionals in order to determine the effectiveness of an intervention. 
Therefore, measuring level of disability is an essential component in determining the 
effectiveness of an intervention that targets individuals with serious mental illness and 
improvement in psychiatric disability. When applying this within the context of 
community-based programs, the focus on physical and mental health improvement within 
the level of physical and psychiatric disability must be examined.  
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Measuring QoL within the Context of a Community-Based Healthy Living Program 
      The studies presented in the literature review did not apply the WQLI client 
questionnaire within the context of a community-based healthy living program as a 
measure to address perception of QoL and the domains that contribute to this perception. 
However, previously mentioned studies examined efficacy of programs that implemented 
lifestyle modification strategies that assisted with improving perception of QoL. 
Although the WQLI client questionnaire wasn’t previously implemented in the 
community setting, it is an appropriate measure that would examine perception of QoL in 
individuals with serious mental illness.  
                                                         Summary 
    The review of literature shows that it is important to consider factors that can 
positively or negatively affect perception of QoL. One important factor is the significance 
of the severity of symptoms and cognitive impairment in clients of this population. This 
factor can interfere with accuracy of client responses when it comes to measuring QoL 
and relevant outcomes. Symptom severity can also interfere with perception of 
satisfaction that pertains to approval of symptoms and symptom outlook. When 
considering treatment modalities, it is essential to take into account strategies that not 
only improve psychiatric symptoms and perception of QoL, but also consider satisfaction 
with life circumstances. Programs that provide peer-based support are also essential in 
the provision of supporting adequate social networks and positive social relationships. 
When addressing QoL outcomes in clients with serious mental illness, factors previously 
mentioned must be taken into consideration in order to provide a holistic approach QoL 
assessment in this population. 
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     Findings previously mentioned touch upon aspects of QoL in people with serious 
mental illness. The information provided was a review of literature that pertains to the 
measurement, themes and study implications of measuring QOL in this population. The 
following chapter will provide the methodology for this study. 
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                                                       CHAPTER 3  
                                                      Introduction  
      This chapter will discuss methodology used to test if participation in the Healthy 
Choices program is related to higher perceived levels of QoL in individuals with serious 
mental illness.  To reiterate, the purpose of this study is to evaluate the impact of the 
Healthy Choices program on the QoL of the participants of the program. The study will 
also address research questions that pertain to life domains of importance that could 
affect perception of QoL among this population.     
     Instruments that have evaluated QoL in this population have collected subjective and 
objective data but have been limited in their assessments (Becker et al., 1993). For 
instance, the Lehman QoL Interview (Lehman, 1988) takes into account both subjective 
and objective data that evaluates QoL in people with serious mental illness. Although this 
method has been widely used to measure QoL among this population, the tool only takes 
into account responses from the client. Instruments that address QoL in people with 
serious mental illness must provide a global assessment of subjective and objective 
measures and provide a multi-perspective approach to measuring QoL (Becker, 1998). 
With this shortcoming, the WQLI client questionnaire (Becker et al., 1996) was created 
to provide a comprehensive approach to evaluating QoL in populations with serious 
mental illness for research and clinical methodologies.  
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     The administration of the WQLI client questionnaire will be the primary method of 
QoL evaluation in this study. In order to identify factors that could hinder or support QoL 
improvement other instruments and methods will be integrated, including the WHODAS 
and a structured interview questionnaire to collect qualitative data. Approval from the 
Binghamton University Human Subjects Research Committee (See Appendix A) and 
Mental Health Association of the Southern Tier (MHAST) was attained prior to initiating 
this study (See Appendix B). Informed consent was provided to subjects prior to 
participation in the study (See Appendix F) 
                                                     Study Design 
      This non-experimental ex post facto design applied a mixed methods approach to data 
collection. Research that takes a mixed methods approach utilizes both qualitative and 
quantitative data to address complex phenomena in both the social and health sciences 
(Creswell, 2013). For this study the investigator implemented a mixed-methods design 
that triangulates both quantitative and qualitative data to address perceptions of QoL. 
Triangulation in a mixed methods approach assists in bringing together the strengths and 
weaknesses of quantitative data with the supplementation of qualitative data (Creswell & 
Plano-Clark, 2018). With this approach quantitative and qualitative data are collected 
concurrently and are implemented in a method identified as a concurrent triangulation 
design. Creswell and Plano-Clark (2018) indicated that in a concurrent triangulation 
design the researcher concurrently, but separately, collects quantitative and qualitative 
data to understand a given research problem or inquiry. After the collection of both 
qualitative and quantitative data the researcher weighs the importance of both sets of data 
and then merges the information to provide an analysis of findings. The rationale for 
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using a concurrent triangulation design is to provide a comprehensive approach to 
understanding a specific phenomenon through the use of quantitative and qualitative 
means. The use of this method allows the researcher to validate findings via the 
supplementation of qualitative data, which compensates for the weaknesses found in 
quantitative data. A weakness in quantitative data could include data collected from a 
small sample size which would produce results that do not accurately represent the target 
population. For this study the researcher intends to concurrently collect quantitative and 
qualitative data via a survey and structured interview. 
     The Healthy Choices Mental Wellness (HCMW) group consisted of subjects who 
participate in the Healthy Choices program in addition to mental wellness programs 
offered by MHAST. Participation in the Healthy Choices program would be identified as 
the independent variable. The Mental Wellness (MW-only) group will include subjects 
who participate primarily in mental wellness programs provided by MHAST. 
Quantitative data was procured from scores obtained on the WQLI client questionnaire 
and WHODAS. Collection of data via the WQLI client questionnaire and WHODAS 
instruments measured perceptions of QoL and level of disability respectively. Perception 
of QoL and level of disability were identified as the dependent variables.  
     In terms of qualitative analysis, a phenomenological approach was used in order to 
understand the “lived experience” of the client and perception of their QoL. The “lived 
experience” included perceptions of the clients who are in HCMW and MW-only groups. 
Qualitative data will be obtained through a self-administered structured interview that 
includes questions that address research questions. Structured interviewing will be 
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administered to clients in both the HCMW and MW-only groups in order to identify 
themes and provide a descriptive analysis that examines perception of QoL.                                       
                                                        Subjects 
      The population of focus in this study was people diagnosed with serious mental 
illness who are living in the community and attending outpatient mental health services. 
More specifically, mental illness diagnoses among this population may include Bipolar 
Disorder, Schizophrenia, Depression and Dissociative Identity Disorder. The population 
also included persons classified as having dual-diagnoses, which is co-occurring mental 
illness with substance abuse. This population utilizes community mental health services 
that implement a pharmacological approach to psychiatric treatment and symptom 
management. Non-medical services are also accessed by this group and include 
community-based programs that implement psychosocial strategies to treat serious 
mental illness and promote mental health. One local community agency incorporates 
psychosocial strategies to include peer-based workshops that focus on strategies that 
improve mental health and mental health management. Individuals in this population 
participated in a program called Healthy Choices, a peer-based program that focuses on 
the improvement of physical health. The aim of the Healthy Choices program is to assist 
individuals with serious mental illness in making healthy lifestyle choices and promoting 
physical health. Another aim of the Healthy Choices program is to assist this population 
in setting and achieving health goals through peer-support. Some of the individuals of 
this population participated in Mental Wellness workshops facilitated by MHAST staff. 
Mental Wellness groups focused on assisting individuals with serious mental illness with 
mental health management through the use of strategies that promote mental wellness. 
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Workshops offered that focused on mental health management include Mindful 
Meditation workshops, mental health peer support groups that cater to the needs of men 
and women, and expressive arts. During the recruitment process subjects were asked if 
they participated in both Healthy Choices and Mental Wellness groups or only in Mental 
Wellness groups (See Appendix E). This served the purpose of differentiating subjects 
that participated in Healthy Choices and Mental Wellness groups or only Mental 
Wellness groups. The purpose of this research is to ascertain if participation in Healthy 
Choices serves to produce a higher perception of QoL in this population when compared 
to a comparable group not attending Healthy Choices.       
                                           Methods of Data Collection 
     Data collection was obtained via the administration of the WQLI client questionnaire, 
WHODAS and a self-administered structured interview that would be used to collect 
qualitative information from the clients. Information gathered from each client participant 
from the HCMW and MW-only groups took a mixed methods approach and addressed 
both quantitative and qualitative measures. Collection of quantitative and qualitative 
measures occurred after participation in the Healthy Choices program. Data collection 
also included the procurement of demographic information. 
Wisconsin Quality of Life Index 
    Prior to the creation of the WQLI client questionnaire, Becker proposed a theory of 
QoL and developed this evaluative tool for use in populations with serious mental illness. 
Becker et al. (1993) defined QoL as a perception of well-being that can stem from the 
satisfaction or dissatisfaction with life domains that are relevant to the client with serious 
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mental illness,  including general life satisfaction, occupation and activities, 
psychological well-being, physical health, social relations/support, economics, activities 
of daily living, symptoms/outlook and goal attainment. Each domain is evaluated 
individually in order to determine areas of significance that have an effect on the 
perception of QoL of the client (Becker et al., 1993).  
     In response to providing an appropriate instrument for evaluating perception of QoL 
in people with serious mental illness, Becker applied her theory of QoL to create the 
WQLI client questionnaire. In its beginning stages, this instrument was based on the 
Ferrans and Powers QoL Index (FPQLI).  Although the FPQLI was known to be a 
reliable instrument in measuring QoL, it was not applicable to populations afflicted with 
serious mental illness. Therefore, Becker created an instrument that would be applicable 
to clients with serious mental illness, which became initially known as the QoL Index 
Mental Health (QLI-MH) (Becker et al., 1993). With community-based treatment 
programs becoming an alternative modality in managing serious mental illness, outcomes 
pertaining to QoL were becoming essential in determining effectiveness of such 
programs. Becker (1998) identified that mental health professionals have focused on QoL 
as a primary goal of mental health treatment and have expressed the need for an 
instrument that provides information on how to improve care that caters to QoL outcomes 
in clients with serious mental illness. One such instance involved the demand to provide 
an inexpensive, accurate and appropriate QoL instrument that would demonstrate the 
effectiveness of clozaril treatment in outpatient mental health clinics to the clients 
enrolled in Wisconsin Medicaid Program. To answer this need, Becker implemented the 
QLI-MH in order to accurately measure QoL and the effectiveness of clozaril treatment 
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in the community mental health setting (Becker et al., 1996). Following the 
implementation of the instrument and its demonstrated feasibility in both the clinical and 
research setting, it was renamed the WQLI client questionnaire. 
     The WQLI client questionnaire will be implemented to measure the domains that 
contribute to Becker’s theory on QoL. The WQLI client questionnaire will also be used 
to determine if participation in Healthy Choices would improve perception of satisfaction 
in specific domains of interest. These domains of interest include physical health, social 
support, activities and occupations, and symptoms/outlook. Questions of significance that 
relate to the domains of interest include: 
- What is the relationship between participation in either type of mental health program    
    and a participant’s perceptions of physical health? 
- What is the relationship between peer-support in either type of mental health program  
   and a participant’s perceptions of relationships with others? 
- What is the relationship between participation in either type of mental health program  
   and a participant’s perceptions of engagement in activities and occupations?  
- What is the relationship between participation in either type of mental health program  
   and a participant’s perceptions of psychiatric symptom management? 
       In previous studies, testing was performed on the WQLI client questionnaire in order 
to determine the validity and reliability of the instrument. Becker et al. (1993) utilized the 
QoL Mental Health Index (QLI-MH) as a foundation in the development of a more 
comprehensive instrument that measures perception of QoL in individuals with serious 
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mental illness. In comparison to the QLI-MH, the newly established WQLI client 
questionnaire was designated a Pearson’s correlation of 0.908 for the client questionnaire 
(Becker et al., 1993). Becker et al. (1996) later highlighted the significance of the WQLI 
client questionnaire in terms of measuring life domains in mentally ill populations by 
means of validating internal consistency for each domain on the client questionnaire. 
Cronbach’s alphas for each domain are as follows: General Life Satisfaction (.8250), 
Physical Health (.7446), Symptoms/Symptoms outlook (.7707), Psychological Well 
Being (.7938), Occupation/Activities (.9343), Activities of Daily Living (.6697), 
Money/Economics (.6854) and Social Relations/Support (.7585). Caron et al. (2003) 
developed the Canadian version of the WQLI client questionnaire and established the 
reliability of the American version of the WQLI Client Questionnaire. To ensure that the 
WQLI client questionnaire was a suitable instrument to serve as a foundation for the 
Canadian version, test-retest reliability ranges were provided. Test-retest reliability 
percentage of agreement on the American version of the WQLI Client Questionnaire 
ranged from 0.82 to 0.87 (Caron et al., 2003).  
     For this study each client participant will be given the WQLI client questionnaire. The 
questionnaire was self-administered and required the client to respond to questions that 
address each life domain. Completion of the client questionnaires took approximately 20 
minutes. The PI and MHAST peer staff were available to answer questions and address 
concerns with clients and their caregivers. Approval to use of the WQLI client 
questionnaire was acquired from Dr. Marion Becker for use in this study (See Appendix 
C).  
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World Health Organization Disability Assessment Schedule 
     The integration of the WHODAS assisted in capturing the personal experience of a 
specific group that is afflicted with serious mental illness. Factors such as severity of 
cognitive impairment and psychiatric symptoms can interfere with treatment and 
perception of QoL. Üstün et al. (2010) indicated that incorporating an instrument that 
identifies level of health and disability is pertinent in guiding researchers and clinicians 
on treatment interventions and strategies that would lead to successful outcomes for 
vulnerable populations. Understanding the severity of psychiatric disability can assist in 
taking into account factors that contribute to perception of QoL in clients who participate 
in the Healthy Choices program.  
     To further identify the significance of this instrument in the supplementation of 
measures from the WQLI client questionnaire, components of the WHODAS will be 
presented. Üstün et al. (2010) identified that the six domains that are pertinent to 
measuring level of disability include: cognition, mobility, self-care, getting along, life 
activities and participation in social or community activities. The domain of cognition 
assesses a client’s communication and thinking activities. Specific areas assessed include 
concentrating, remembering, problem solving, learning and communicating. Mobility 
assesses activities such as standing, moving around both inside and outside the home. 
The domain of self-care assesses hygiene, dressing, eating and staying alone. Getting 
along assesses interactions with others and difficulties that might be encountered due to 
the presence of a health condition. The domain of life activities assesses difficulty with 
daily activities. Activities can relate to functions that are associated with home or work. 
The domain of participation assesses social dimensions that involve community activities 
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and barriers in the client’s environment.  With the incorporation of these elements into 
addressing disability status, researchers and clinicians are provided with a depiction of 
the various levels of disability that can be encountered with each client. 
     Overall test – retest reliability for the WHODAS was 0.98, with a face validity of 64% 
(Üstün et al., 2010). Cronbach’s alphas were established for the following domains: 
Cognition (0.94). Mobility (0.96), Self-care (0.95), Getting along (0.94), Life Activities – 
Household (0.94), Life Activities –Work (0.94) and Participation (0.95) (Üstün et al., 
2010).  Luciano et al. (2010) analyzed the dimensionality, internal consistency and 
construct validity of the WHODAS 2.0 in patients diagnosed with Major Depressive 
episode. Luciano et al. (2010) identified that the WHODAS 12-item questionnaire was an 
accurate measure that evaluated QoL, depression severity and associated psychiatric 
disability. An overall Cronbach’s alpha was identified at 0.89 with a Pearson’s r value 
found to be consistent with the 36-item version of the WHODAS 2.0 (r > 0.70) (Luciano 
et al., 2010).  
      The type of psychiatric diagnosis can present various levels of disability and with the 
integration of the WHODAS can help to ascertain the degree of psychiatric disability for 
each participant of the Healthy Choices program. Insertion of severity of psychiatric 
disability would serve the purpose of understanding how the level of client disability 
improved as a result of participation in the Healthy Choices program. Each client 
participant in both groups will be provided with the 12-item questionnaire and would 
approximately take 5 minutes to complete. Approval to use the WHODAS was acquired 
from the World Health Organization for use in this study (Appendix D). 
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Structured Interviewing 
     In order to complement quantitative measures of perceived QoL qualitative data will 
include the “lived experience” of the clients who participate in the HCMW and MW-only 
groups. Research analyzed from the literature review identified studies that included 
qualitative data to support the “lived experience” of the client in order to determine the 
efficacy of mental health programs on QoL outcomes. To obtain this information a 
phenomenological approach will be incorporated to understand the “lived experience” of 
how participation in the Healthy Choices program has affected the client and specific 
aspects of their QoL. Structured questions on the client interview included:  
     - Has participation in Healthy Choices improved your physical health? If so, how? 
     - How has peer-support helped you in being involved with Healthy Choices? Has  
       participation in Healthy Choices improved your relationships with family and      
        friends? Please describe. 
     - Since becoming involved with Healthy Choices have you engaged in new hobbies or  
        gotten a job? Please describe.  
      - Since becoming involved in Healthy Choices how have symptoms of your mental  
         health diagnosis improved or become more manageable? If so, please describe. 
      Clients who participate in mental wellness programs will be asked to respond to 
similar questions for comparison. Structured questions on the client interview for this 
group included: 
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-  Has participation in mental wellness programs improved your physical health? If so,        
    how? 
 - How has peer-support helped you in being involved with mental wellness programs?   
   Has it improved your relationships with family and friends? Please describe. 
-  Since becoming involved with mental wellness programs have you engaged in new  
    hobbies or gotten a job? Please describe. 
 - Since becoming involved in mental wellness programs has symptoms of your mental   
   health diagnosis improved or become more manageable? If so, please describe. 
                                          Feasibility of Data Collection 
     Subjects for the study were provided by MHAST and participate in either the Healthy 
Choices program or mental wellness programs provided by the organization. Instruments 
that measure QoL in this study take into account the potential for cognitive impairment, 
associated with a psychiatric condition, acting as a barrier to client responses and ability 
to answer questions. The WHODAS was also self-administered and included twelve 
questions that determined level of disability.  
                                                Operational Definitions  
     Measurements pertinent to the study were defined as follows. In order to identify the 
demographic characteristics of the sample group, questions that addressed demographics 
were included. Questions that collect this information addressed the subject’s gender, 
highest grade completed, marital/relationship status, income status, ethnic background 
and living situation. Levels of measurement for demographic information are nominal. 
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       QoL. Becker et al. (1993) theoretically defined QoL as a client’s sense of well-being 
that can stem from the satisfaction or dissatisfaction with life domains that include: 
general life satisfaction, occupation and activities, psychological well-being, physical 
health, social relations/support, economics, activities of daily living, symptoms/outlook 
and goal attainment. Becker, Shaw and Reib (1996) defined general life satisfaction as a 
measure that evaluates the client’s level of satisfaction with general life conditions. This 
domain could include measuring satisfaction with living environment, housing, food, 
clothing, and mental health services.  The domain of occupation and activities focuses on 
the client’s daily activities related to work, school or mental health day programming 
(Becker et al., 1996). This domain could also include a focus on the capacity of the client 
to participate in daily work activities. Psychological well-being determines the client’s 
current general emotional well-being and mental health at a given time. The domain of 
physical health examines the client’s perspective on general physical health. The domain 
of social relations/support focuses on a client’s satisfaction with social relationships. This 
domain also provides insight on a client’s satisfaction with the amount of social support 
received by peers. The area of economics examines a client’s satisfaction with monetary 
resources and control over finances. Activities of daily living evaluates the client’s 
functional status and the ability to engage in independent living tasks (Becker et al., 
1996). The domain of symptoms/outlook provides a subjective assessment of how 
psychiatric symptoms affect a client’s QoL and functional ability. Goal attainment 
focuses on the client’s achievement of mental health treatment goals and provides insight 
as to whether or not the client has achieved their goal. 
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      The operational definitions of QoL relate to the life domain score on the WQLI client 
questionnaire and measured perception of satisfaction within the domains of general life 
satisfaction, occupation and activities, psychological well-being, physical health, social 
support/relations, economics, activities of daily living, and symptoms/outlook. Due to the 
subjective nature of goal attainment this domain will not be measured. Perception of 
satisfaction from questions derived in each domain will be rated via a Likert scale, with 
response choices ranging from “very dissatisfied” to “very satisfied”, producing an 
ordinal level of measurement. A total WQLI client questionnaire score will be derived by 
averaging the scores from each domain. Scores on the WQLI client questionnaire range 
from -3 (indicating poor perception of satisfaction with QoL) and +3 (indicating very 
good perception of satisfaction QoL). A score of 0 on the WQLI client questionnaire 
indicates an average perception of satisfaction with QoL for the target population.  
     Disability. Üstün et al. (2010) theoretically defined disability as the decline of 
functioning in the domains of cognition, mobility, self-care, getting along, life activities 
(household and work) and participation in social or community activities. The operational 
definition for disability is measured by a score for each domain on the 12-item 
WHODAS. The scores obtained from each domain are indicative of level of disability 
within the domains of cognition, mobility, self-care, getting along, life activities 
(household and work) and participation in social or community activities. Level of 
disability from questions derived in each domain will be rated via a five point Likert 
scale, with response choices ranging from 0 = none and 4 = extreme/cannot do, to 
produce an ordinal level of measurement. A score will be obtained from the instrument to 
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determine level of disability. Scores on the 12-item WHODAS can range from 0 
(indicative of no disability) to 48 (indicative of severe disability). 
      Lived Experience. Qualitative analysis will take a phenomenological approach to 
examining the ”lived experience” of both the HCMW and MW-only group and 
perception of QoL. For this study the self-administered structured interview would be 
administered. The written responses will be examined for themes that relate to 
improvement in perception of QoL and relevant life domains. Themes will be compared 
between the two groups.     
    Serious Mental Illness. Can be defined as an individual who presents with a mental, 
behavioral, or emotional disorder that results in functional impairment that interferes with 
life activities and meets diagnostic criteria established in the Diagnostic Statistical 
Manual of Mental Disorders.    
                                                      Data Analysis 
     Analysis of the quantitative data was completed using SPSS 25. Statistical information 
collected and Mann-Whitney U Tests were used to analyze the relationship between 
participation in either the HCMW or MW-only group and perception of QoL. Disability 
was measured by the WHODAS and Mann-Whitney U tests were performed to analyze 
the relationship between participation in either the HCMW or MW-only group and level 
of disability. Mann-Whitney U tests were also performed to analyze the relationship 
between participation in either the HCMW or MW-only group and QoL domains 
addressed in the research questions. Qualitative data was collected from structured 
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interviews which involved the analysis of themes that contributed to the “lived 
experiences” of the participants of the HCMW and MW-only groups.  
                                                      Summary 
     This chapter discussed the methodology utilized for the collection of data to support a 
mixed methods approach to research. Quantitatively this study took a non-experimental 
ex post facto approach and included various instruments that take into account both QoL 
and level disability of the subjects. A structured interview was included to address the 
collection of qualitative data in order to support a phenomenological approach to 
evaluating perception of QoL. The following chapter will present the results and the 
findings of the data analysis. 
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                                                       CHAPTER 4 
                                                Analysis and Findings 
     This chapter describes the data analysis used to answer the proposed research 
questions. The introduction of this chapter will begin with an overview of the study 
purpose. Demographic descriptive data of the participants will be included and will be 
followed by an analysis of results. Further analysis and discussion of significant findings 
in relation to other variables will be explored.  
                                                           Purpose 
         The purpose of this study is to evaluate the impact of the Healthy Choices program 
on the QoL of the participants of the program. The Healthy Choices program assists 
participants with serious mental illness to make healthy lifestyle choices that could 
improve perception of QoL. In order to establish an improvement in perception of QoL 
through participation in the Healthy Choices program, subjective and objective measures 
were addressed with the implementation of the WQLI client questionnaire. The 
WHODAS was also included in order to complement the WQLI client questionnaire to 
determine if participation in Healthy Choices affects level of disability. To further 
support quantitative measures qualitative data was collected via the administration of a 
structured interview questionnaire. For this study the investigator implemented a mixed-
methods design that triangulates both quantitative and qualitative data to address the 
phenomena of QoL. For this study the researcher gathered quantitative and qualitative 
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data via a survey and structured interview. Quantitative and qualitative data collected 
assisted in examining the following hypotheses and research questions: 
Hypothesis 1: Clients who participated in Healthy Choices will have higher perception of 
QoL than those who participated only in Mental Wellness programs.  
            Null hypothesis 1:  Clients who participated in Healthy Choices will not have a   
            higher perception of QoL than those who participated only in Mental Wellness  
           programs.  
Hypothesis 2: Clients who participated in Healthy Choices will have lower level of 
disability than those who participated in only in Mental Wellness programs. 
          Null hypothesis 2:  Clients who participated in Healthy Choices will not have   
          lower level of disability than those who participated in only in Mental Wellness    
          programs. 
     In order to expand upon the proposed hypotheses, specific research questions were 
identified in order to investigate additional aspects of QoL that could have been affected 
by participation in the Healthy Choices program and not specifically addressed in the 
WQLI client questionnaire. Research questions proposed included: 
Research Question 1: What is the relationship between participation in either type of 
mental health program and a participant’s perceptions of physical health? 
Research Question 2: What is the relationship between peer-support in either type of 
mental health program and a participant’s perceptions of relationships with others? 
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Research Question 3: What is the relationship between participation in either type of 
mental health program and a participant’s perceptions of engagement in activities and 
occupations?  
Research Question 4: What is the relationship between participation in either type of 
mental health program and a participant’s perceptions of psychiatric symptom 
management? 
                                      Descriptive Data of Participants 
     Descriptive data for the sample was based on survey responses from 14 subjects who 
either participated in the HCMW or the MW- only groups. Among the 14 subjects that 
participated, 9 were from HCMW group and 5 were from the MW-only groups. Two 
participants were eliminated due to incomplete or missing data and the remaining 
participants answered all demographic survey questions. Frequencies and percentages are 
presented for the participants’ gender, marital status, income resource, ethnicity, living 
situation and housing (see Table 1). Due to confidentiality concerns data regarding age 
was not collected. However, peers who attend the Healthy Choices and Mental Wellness 
groups are over the age of 18 years old with ages ranging from 18-64 years old.  
      Gender, marital status, income resource, ethnicity, living situation and housing were 
reported on 14 participants and data were collected at the categorical level. The number 
of females in this sample was 50% (n=7) and males comprised 50% (n= 7). Marital status 
included 71.4% (n=10) being single or never married, 7.1% (n = 1) being married and 
21.4% (n =3) were divorced. Income resources included the following: Social Security 
Disability Income/ Social Security Income 57.1% (n = 8), Paid Employment 7.1% (n =1) 
and other income resources 35.7% (n=5). Other income resources include money from 
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family members. Racial/ethnic background of the subjects included 50% (n=7) White, 
7.1% (n=1) Asian, 7.1% (n=1) African American, 7.1% (n=1) Hispanic/Latino and other 
28.6% (n=4). Other race/ethnicities included participants who were of Caribbean (i.e. 
West Indian) or European descent (i.e. Italian). Living situation for this group includes; 
57.1% (n= 8) living alone, 7.1% (n=1) living with children, 7.1% (N=1) living with 
parents, 7.1% (n=1) living with a significant other/partner. Type of housing identified by 
subjects included the following; 85.7% (n= 12) living in an apartment, 7.1% (n=1) living 
in a boarding home, and 7.1% (n=1) indicating other living arrangements. Other living 
arrangements include living in a combination of a boarding and apartment/ home 
environment. 
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Table 1 
Descriptive statistics for sample 
 N % 
Gender 
Males 
Females 
 
7 
7 
 
50 
50 
  Marital Status 
  Single/never   
  Married 
  Divorced 
  
10 
1 
3 
 
71.4 
7.1 
21.4 
Income 
SSDI/SSI 
Paid Employment 
Other 
 
8 
1 
5 
 
57.1 
7.1 
35.7 
Race / Ethnicity 
White 
Asian 
African American 
Hispanic/Latino 
Other 
 
7 
1 
1 
1 
4 
 
50 
7.1 
7.1 
7.1 
28.6 
Living Situation 
Living Alone 
Living with Children 
Living with parents 
Living with 
significant 
other/partner 
Other 
 
8 
1 
1 
1 
 
 
3  
 
57.1 
7.1 
7.1 
7.1 
 
 
21.4 
Housing 
Living in an 
Apartment 
Living in a Boarding 
Home 
Other 
                     
               12 
 
                 1 
  
                 1  
 
85.7 
 
             7.1 
 
7.1 
 
      Analysis of the descriptive statistics revealed that the sample was predominantly 
single or never married, having an income resource that includes Social Security 
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Disability Income/ Social Security Income, White in terms of race/ethnicity, living alone 
and in an apartment or home. In terms of gender, there were equal number of males and 
females that participated in the study.  
                             Analysis of Quantitative and Qualitative Data 
     In this section, analysis of both quantitative and qualitative data will be addressed to 
support a mixed method approach to data analysis.  For this study the investigator 
implemented a mixed-methods design that triangulated both quantitative and qualitative 
data to address the phenomena of QoL in both the participants of the HCMW and MW-
only groups.         
                                       Analysis of Quantitative Data 
     Data analysis for this study used IBM SPSS 25 to test variables.  Data for the sample 
were based on 14 survey responses and respondents who did not completely answer 
survey questions were eliminated from the study.  
     In order to determine if participation in the Healthy Choices program was significant 
in producing higher perception of QoL in domains addressed in the WQLI client 
questionnaire and WHODAS scores a Mann-Whitney U test was performed (See Table 
2). From this nonparametric test, it was determined that participation in the Healthy 
Choices program, when compared to those who only participated in Mental Wellness 
groups, did not produce any statistical significance in the domains that comprise 
measurement of perception of QoL in the WQLI client questionnaire. Domains that were 
analyzed for statistical significance included; General Life Satisfaction (p=.947), 
Activities/Occupations (p=.160), Psychological Well-being (p=.789), Symptoms/ 
Outlook (p=.947), Physical Health (p=.504), Social Support/ Relationships (p=.584), 
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Money (p=0.096), and Activities of Daily Living (p=.841). The level of significance for 
these analyses was p < 0.05.  The results identified that participation in either the HCMW 
or MW-only groups did not have an effect on perception of satisfaction among the 
domains that contribute to perception of QoL. Potential factors that may have contributed 
to statistical insignificance could be due to inadequate sample size and misinterpretation 
by participants of questions asked on the WQLI client questionnaire. Therefore, 
qualitative data would be needed to support how participation in the Healthy Choices 
program would positively affect the domains that measure perception of QoL. 
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Table 2 
Mann-Whitney U – Test: Domains of QoL HCMW vs MW-only group 
   
 
 
 
Domains of QoL Group N 
Mann-Whitney 
U 
Mean Standard  
Deviation 
Asymp. Sig. (2-
tailed)* 
Gen. Life 
Satisfaction 
 
Occupations/ 
Activities 
 
Psychological          
Well-Being 
 
Symptoms/ 
Outlook 
 
Physical 
Health 
 
Social Support/ 
Relationships 
 
Money  
 
Activities of  
Daily Living    
 
HCMW 
MW-only 
 
HCMW 
MW-only 
 
HCMW 
MW-only 
 
HCMW 
MW-only 
 
HCMW 
MW-only 
 
HCMW 
MW-only 
 
HCMW 
MW-only 
 
HCMW 
MW-only 
 
 
 
 
9 
5 
 
9 
5 
 
9 
5 
 
9 
5 
 
9 
5 
 
9 
 
5 
 
                  9 
5 
 
9 
5 
22.000 
 
 
12.000 
 
 
20.500 
 
 
22.000 
 
 
17.500 
 
 
18.000 
 
 
10.000 
 
21.000 
5.65 
 
 
4.35 
 
 
1.41 
 
 
5.20 
 
 
4.19 
 
 
7.74 
 
 
3.28 
 
6.78 
 
 
 
 
4.30 
 
 
5.21 
 
 
4.33 
 
 
4.98 
 
 
5.44 
 
 
5.00 
 
 
4.50 
 
4.56 
.947 
 
 
.160 
 
 
.789 
 
 
.947 
 
 
.504 
 
 
.548 
 
 
.096 
 
.841 
*Mann-Whitney U Test is significant at p < 0.05 (2-tailed). 
     A Mann-Whitney U test was also performed to compare scores on the WHODAS and 
WQLI client questionnaire between the HCMW and MW-only groups (See Table 3). 
Findings from the nonparametric test identified that there was no statistical significance 
in terms of scores on the WHODAS (p=.548) and WQLI (p=.317). The results identified 
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that participation in either the HCMW or MW-only groups did not have any positive or 
negative effect on level of disability and perception of QoL.  
Table 3 
Mann-Whitney U Test: WQLI and WHODAS scores HCMW vs MW-only group 
   
 
 
 HC N 
Mann-
Whitney U 
Mean Standard  
Deviation  
Asymp. Sig. (2-
tailed)* 
WQLI 
 
 
WHODAS         
HCMW 
MW-only 
 
HCMW 
MW-only 
 
 
9 
5 
 
9 
5 
15.000 
 
 
18.000 
1.21 
 
 
14.21 
 
 
                            
.701 
 
 
7.30 
.317 
 
 
                     .548 
*Mann-Whitney U Test is significant at p < 0.05 (2-tailed). 
 
                                         Analysis of Qualitative Data 
     In this study, the PI collected qualitative data in order to provide a comprehensive 
approach to examining perceptions of QoL in those who participated in both the HCMW 
and MW-only groups. Qualitative data from both the HCMW and MW-only groups were 
analyzed for comparison of themes that addressed the previously mentioned research 
questions. 
Healthy Choices Mental Wellness Group 
 
     Themes identified with the HCMW group included the development of a perception of 
improvement in physical and mental health, empowerment in making healthier lifestyles 
choices, and engaging in physical activity. Participants of the HCMW group attended 
both the Healthy Choices workshops and mental wellness groups provided by MHAST. 
In terms of perception of improvement in physical and mental health, the participants 
perceived that becoming involved in the Healthy Choices program assisted them in 
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developing an awareness of how healthy lifestyle choices promoted improved 
management of physical and mental health: 
 
        Subject A: “It (symptoms of mental health diagnosis) has improved and become   
                         manageable.” 
 
       Subject B: “Improved (symptoms) - because of healthy foods I have more energy.” 
 
       Subject C: “Improved (symptoms of mental health diagnosis) - I’m really trying to be  
                          more aware of my triggers.” 
 
      It was perceived that eating healthier assisted participants of this group to “feel well” 
and recognize how making healthy food choices helped further manage their mental 
health: 
 
         Subject G: “If I eat healthier I don’t get sick to my stomach. It has helped with  
                            eating habits and feeling better. If I can eat healthier, I will feel  
                           better…Eating healthy has helped me with my mental wellness.” 
 
       Subject H: “Being in Healthy Choices has helped me feel better, when I eat  
                           healthier, and because I feel better I participate in other MHAST groups  
                          like art therapy.” 
 
      Participants of the HCMW group perceived that they felt better because of making 
healthier lifestyle choices, which also encouraged them to socialize and pursue healthy 
social relationships: 
        Subject A: “I share extra food, help others.” 
 
       Subject C: “I’m building up a relationship with my daughter.” 
 
       Subject E: “I’ve been around people more for healthy socialization.” 
 
      Participants also perceived that by regularly including healthier lifestyle choices that 
promoted both physical and mental health they were motivated to engage in new 
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activities, such as obtaining employment and engaging in activities that promoted 
physical health: 
       Subject B: “Yes (in reference to engaging in new hobbies) walking more in    
                           nature.” 
 
    
       Subject F: “I filled out applications at Stop and Shop so I could do things I could do  
                          and stock shelves…just getting a great job.” 
 
       Feeling empowered to make healthier lifestyle choices was another theme identified 
by participants of the HCMW group. Empowerment can be defined as the ongoing ability 
of individuals or groups to act on their own behalf to achieve a greater measure of control 
over their lives and destinies (Alegría et al., 2008). Through involvement in the Healthy 
Choices program, the HCMW participants developed a perceived ability in making 
healthy lifestyle choices and routinely incorporating them into their daily lives to promote 
health. The HCMW participants, through this perceived ability in making healthy 
lifestyle choices, were able to identify healthier food options and “substitute foods” that 
promoted a healthier lifestyle: 
          Subject E: “I’ve learned which foods have a lot of sugar and fat and have them in                   
                             moderation.” 
              
          Subject H: “I started using more Splenda’s than regular sugar. I have issues with 
                             blood sugar.” 
 
          Subject J: “I learned to have an open mind. When I decided to go through Healthy    
                            Choices it helped me to eat greens and keep away from soda. The  
                            Healthy Choices kept me engaged in reading labels.” 
                             
      Therefore, empowerment is demonstrated by the HCMW participants as a perceived 
ability to take control of their health by making healthy food and lifestyle choices. Some 
participants also developed an ability to perceive how making healthier lifestyle choices 
could affect weight and weight management: 
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           Subject J: “(Healthy Choices) kept me aware of my weight and helped with my  
                             food preparation. I include more greens in my diet.” 
 
       In this instance, empowerment is demonstrated by the HCMW participant’s 
perceived ability to implement strategies that assist in maintaining weight and promoting 
health.  
    Engagement in physical activity was an additional theme that was identified among 
this group.   The combination of perceived improvement in physical and mental health 
and ability to make healthy lifestyle choices influenced participants of the HCMW group 
to engage in physical activity. The HCMW participants perceived that the Healthy 
Choices program encouraged them to participate in activities such chair yoga and Zumba. 
Participants also perceived that being involved in the Healthy Choices program 
encouraged them to explore other forms physical activity: 
   
      Subject E: “I helped a little bit with the gardening last year, but don’t garden on my  
                         own.” 
 
 
      Subject J: “(Healthy choices) helped me go to a chair yoga class and Zumba class. It  
                         helped me to find activities that kept me physically active.” 
  
Mental Wellness Only Group 
     Themes identified with the MW-only group focused on the perception of mental 
health management and associated symptoms. Participants in the MW-only group 
attended workshops conducted by MHAST that focused on strategies that improve 
mental health management. Unlike the HCMW participants, workshops that were 
attended by the participants of the MW-only group did not include the implementation of 
strategies that assisted in the improvement of physical health. 
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      In terms of perception of mental health management and associated symptoms, the 
MW-only participants perceived that being a part of mental wellness groups assisted in 
enhancing management of psychiatric symptoms: 
      Subject L: “Depression more manageable. I have hope for life and job satisfaction.” 
 
      Subject M: (In reference to having symptoms being more manageable) “Yes, less  
                        dreams.” 
  
     Subject N: (In reference to improvement of symptoms) “Yes, clarifies position in life in  
                       remaining independent and clarify goals and eliminated stress in my life.” 
    
      Subject O: (In reference to having symptoms being more manageable) – “Sometimes  
                        it does...doing projects at MHAST helps me to be mentally well. It is a  
                       positive.” 
                      
    Although participation in mental wellness workshops served to assist in the 
management of a participant’s mental health condition and symptoms, it did not fully 
assist with promoting physical health or an aspect of making healthy lifestyle choices that 
promotes both physical and mental health: 
     Subject L: “Happier more energy. Possibly – thinking.” 
 
    Subject N: (In reference to participation in mental wellness groups and physical  
                      health) “They improve my health a little bit – help me clarify health goals  
                      and structure.” 
      
Role of Peer-Support 
     Including peer-support in programs that assist in mental health recovery can be 
beneficial and could enhance a client’s perception of satisfaction with their social support 
network. Presence of social support is a key component to psychological health and is 
essential in recovery of clients with a serious mental illness (Hendryx et al., 2009). 
Participants in both the HCMW and MW- only groups shared a common perception that 
peer-support assisted them in promoting mental health or mental and physical health.  
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     Participants of the HCMW and MW-only groups perceived that support from peers 
encouraged them in making healthy lifestyle choices (i.e. choosing healthy food options) 
or engaging in more social interaction: 
    HCMW participants: 
           Subject H: “I eat healthier. The peers that go to Healthy Choices has helped me  
                               eat better.” 
 
           Subject J: “The peers helped me going to the Healthy Choices program and how  
                              to cook better and make healthy choices.” 
   MW-only participants: 
                
           Subject O: (Peer support) helps me to be more interactive with other people. I try  
                              to make an effort.” 
 
          Subject L: “I’m more laid back, relaxed, calmer. Better able to be there for others  
                              conversationally.”     
 
 
  Support from peers also assisted some participants of the MW-only group with 
improving perception of self-esteem and making them “feel alive” and “intellectual”: 
            Subject I: “Peer support did help. Has helped me with my friend. I feel alive. I  
                               feel intellectual and they know me.” 
 
    Including peer-support as a foundation for the HCMW and MW-only groups assisted 
subjects in building healthy relationships with family and friends and engaged some in 
new hobbies: 
   HCMW participants: 
                 Subject C: “I’m building up a relationship with my daughter.” 
       
                 Subject E: “I’ve been around people more for healthy socialization.” 
 
   MW-only participant 
          
                Subject M:  “(In reference to how peer-support has helped) Yes, reading the  
                                     hand of mindfulness.” 
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     Including support from peers in both the HCMW and MW-only groups could facilitate 
enhanced social interaction and improved relationships with others, as well as peers, and 
in some aspects promote the sharing of ideas on how to make healthy lifestyle choices.  
 
                        Triangulation of Quantitative and Qualitative Data 
      
     To further support a mixed methods approach the triangulation of both quantitative 
and qualitative data will be applied to determine if the hypotheses and research questions 
identified in the study are supported by the quantitative and qualitative findings.  
Hypothesis 1 
Clients who participated in Healthy Choices will have higher perception of QoL than 
those who participated only in Mental Wellness programs.  
     When comparing results from the Mann-Whitney U Test between the HCMW and 
MW- only groups, the analysis identified that participation in the Healthy Choices 
program did not contribute to a higher perception of satisfaction among the domains that 
comprise perception of QoL. These domains include; General Life Satisfaction (p=.947), 
Activities/Occupations (p=.160), Psychological Well-being (p=.789), Symptoms/ 
Outlook (p=.947), Physical Health (p=.504), Social Support/ Relationships (p=.584), 
Money (p=0.096), and Activities of Daily Living (p=.841). Since participation in the 
Healthy Choices program did not affect perception of satisfaction within the 
aforementioned domains, participation in the program also did not contribute to a higher 
perception in QoL on the WQLI (p=.317). Therefore, results of the Mann-Whitney U test 
identified that the null hypothesis could not be rejected. 
     Thus, quantitative findings do not support that participation in the Healthy Choices 
program improves perception of satisfaction within relevant domains and overall QoL. 
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However, qualitative data identified that due to the inclusion of strategies that address 
physical and mental health, participants of the HCMW group had an improved perception 
of satisfaction in terms of physical and mental health and ability to make healthier 
lifestyles choices. In terms of promotion of physical and mental health, some of the 
participants in the HCMW group perceived that the Healthy Choices program assisted 
them in developing an awareness on how healthy lifestyle choices promotes improved 
management of physical and mental health. Participants of this group perceived that 
eating healthier assisted them to “feel well” and recognize how healthy food choices 
improved symptoms of their mental health condition. Learning about the importance of 
making healthy lifestyle choices gave the HCMW participants a perceived ability to 
include these choices in order to support their physical and mental health. A perceived 
improvement in physical and mental health and ability to make healthy lifestyle choices 
also encouraged participants of the HCMW to engage in regular physical activity. The 
presence of these perceptions among the HCMW participants could contribute to a higher 
perception of their QoL. For comparison, participants of the MW- only group perceived 
that participating in mental wellness programs only assisted them in improving their 
perception of mental health management and associated symptoms. Participants of the 
MW-only group did not perceive an improvement in physical health or ability in making 
healthy lifestyle choices that promote physical and mental health. Absence of strategies 
that integrate the physical and mental aspects of mental health management may lead to 
outcomes that could have a negative effect on physical health and perception of QoL.  
Hypothesis 2 
Clients who participated in Healthy Choices will have lower level of disability than those 
who participated in only in Mental Wellness programs. 
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         When comparing results from the Mann-Whitney U Test between the HCMW and 
MW- only groups, the analysis identified that participation in the Healthy Choices 
program did not contribute to a lower level of disability on the WHODAS (p =.548). 
Therefore, results of the Mann-Whitney U test identified that the null hypothesis could 
not be rejected.  
     Although quantitative findings identified that participation in both groups did not 
affect level of disability. Qualitative findings identified that improvement in level of 
disability was dependent upon if the programs provided focused on improving mental 
health or both mental and physical health. Participation in the HCMW group included a 
focus on strategies that promoted improvement in both physical and mental health. 
Participants of this group perceived that making lifestyle choices, that promoted physical 
and mental health, assisted them in feeling less physically and psychologically disabled. 
Perceived reduction in physical and psychiatric disability among the HCMW participants 
further facilitated engagement in activities that promote healthy lifestyle behaviors. 
Participation in the MW-only group included a focus on strategies that promoted mental 
health. Participants of the MW-only group perceived that participating in mental wellness 
programs only assisted them in feeling less psychologically disabled. Programs that assist 
in reducing disability through strategies that improve physical and mental health, could 
facilitate improvement in physical and psychiatric disability. Presence of less severe 
psychiatric and physical disability could in essence contribute to an improved perception 
of QoL.  
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Research Question 1 
What is the relationship between participation in either type of mental health program 
and a participant’s perceptions of physical health? 
    Although quantitative findings identified no statistical significance among participants 
of the HCMW and MW-only group in terms of perception of satisfaction in the domain 
of Physical Health (p=.504), qualitative findings identified an improved perception with 
physical health among the participants of the HCMW group. Participants of the HCMW 
group perceived that the Healthy Choices program assisted them in developing an 
awareness on how making healthy lifestyle choices improved physical health. 
Participants of the HCMW group who made regular healthy lifestyle choices perceived to 
have “more energy” and the ability to engage in activities that further promoted physical 
health. In comparison, participants of the MW-only group perceived improvement in only 
their mental health, not physical health. Programs that include strategies that aim to 
improve both physical and mental health could assist in improving perception of physical 
health. 
Research Question 2  
What is the relationship between peer-support in either type of mental health program 
and a participant’s perceptions of relationships with others? 
     While quantitative findings identified no statistical significance among participants of 
the HCMW and MW-only groups in terms of perception of satisfaction in the domain of 
Social Support/Relations (p=.548), qualitative findings identified that participants of both 
groups perceived that peer-support assisted them in establishing satisfactory relationships 
with friends, family members and peers. Participants of the HCMW group perceived that 
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peer-support also assisted them in establishing relationships with others that encouraged 
engagement in healthy lifestyle behaviors that promoted both physical and mental health. 
Participants of the MW-only group perceived that peer-support assisted them in 
establishing relationships with others that improved self-esteem and social interactions. 
Programs that include peer-support as a foundational aspect of mental or both mental and 
physical health management could assist in influencing the promotion of adequate social 
relationships that in turn improve perception of relationships with others. 
Research Question 3 
What is the relationship between participation in either type of mental health program 
and a participant’s perceptions of engagement in activities and occupations?  
      Although quantitative findings identified no statistical significance among the 
participants of the HCMW and MW groups in terms of perception of satisfaction in the 
domain of Activities and Occupations (p=.160), qualitative findings identified an 
improved perception with engagement in activities and occupations among participants of 
the HCMW group. Participants of this group perceived that by regularly including 
healthy lifestyle choices into their daily lives they had “more energy” and were motivated 
to obtain employment or engage in activities that promoted physical health. Participants 
of the MW-only group perceived a minimal improvement in engagement in activities and 
occupations, but primarily reported an improved perception in the management of 
psychiatric symptoms. Programs that include strategies that aim to improve both physical 
and mental health could facilitate an improved perception of engagement in activities and 
occupations.  
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Research Question 4 
What is the relationship between participation in either type of mental health program 
and a participant’s perceptions of psychiatric symptom management? 
    While quantitative findings identified no statistical significance among the participants 
of the HCMW and MW groups in terms of perception of satisfaction in the domain of 
Psychological Well-being (p= .789) and Symptoms/Outlook (p=.947), qualitative 
findings identified an improved perception in management of psychiatric symptoms 
among both groups. Participants of the HCMW group perceived that including healthy 
lifestyle choices into daily life promoted improvement in the management of psychiatric 
symptoms. For instance, some participants of the HCMW group identified that by eating 
healthier it assisted them in feeling mentally well.  Participants of the MW-only group 
perceived an improvement in the management of psychiatric symptoms as a result of 
participation in workshops that provided mental health management strategies. Although 
both the HCMW and MW-only groups experienced an improved perception in the 
management of psychiatric symptoms, it appeared to come from different avenues. 
Programs that focus on improving psychiatric symptoms should take in account both 
physical and mental aspects of managing psychiatric symptoms.  
     The comparison of quantitative and qualitative data was included to support how 
participation in the Healthy Choices program assisted participants in making healthy 
lifestyle choices which could contribute to their perception of QoL and level of disability. 
Including qualitative data also assisted in mediating factors, such as a small sample size, 
that would not have provided an accurate representation of how participation in the 
Healthy Choices program could affect perception of QoL and level of disability. 
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Although collection of quantitative data via the administration of the WQLI client 
questionnaire and WHODAS did not identify any statistical significance stemming from 
participation in the Healthy Choices program, it could serve as an instrument that 
measures the domains that address perception of QoL and level of disability in clients 
with serious mental illness.                      
                                                               
                                                      Summary  
     
     This chapter provided an overview of the sample demographics. Participants who 
attend workshops at MHAST were single or never married, had an income resource that 
includes Social Security Disability Income/ Social Security Income, White, living alone 
and in an apartment or home. An equal number of males and females participated in the 
study. 
      Descriptive analysis revealed that participation in the Healthy Choices program did 
not contribute to a higher perception of satisfaction among the domains that comprise 
QoL. It also did not contribute to improved perception of QoL. Qualitative data identified 
that participants who attended the Healthy Choices program developed a perception of 
improvement in physical and mental health, empowerment in making healthier lifestyles 
choices, and engaging in physical activity. 
      Descriptive analysis revealed that participation in the Healthy Choices program did 
not contribute to a lower level of disability. Qualitative findings revealed that providing 
community-based programs that address mental health or both physical and mental health 
strategies could have an impact on level of psychiatric or both psychiatric and physical 
disability. Findings also revealed that including peer-support as a foundation for 
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community-based programs that address mental health or both physical and mental health 
facilitates healthy relationships with other peers and family members. 
     Although descriptive analysis revealed that participation in Healthy Choices did not 
show higher levels of perception of physical health, engagement in activities and 
occupations, and psychiatric symptoms, qualitative findings differed. Qualitative findings 
identified that through participation in the Healthy Choices program, participants 
experienced a heightened perception of physical health, engagement in activities and 
occupations, and psychiatric symptoms. 
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                                                         CHAPTER 5 
                                                Summary and Conclusions 
     This chapter provides a synthesis of the research findings and integrates them into the 
guiding framework for this study, Marion Becker’s theory on QoL (Becker et al., 1993). 
A brief synopsis of the problem, study purpose and Becker’s theory on QoL will be 
presented. Limitations of the study, implications for nursing, and suggestions for future 
research will be included. 
                                      Background 
      Since the deinstitutionalization of the mentally ill, community-based programs have 
become an integral component in the management of mental health among this 
population. In terms of Medicaid service utilization, 58.3% of Medicaid utilization was 
generated in the form of non-behavioral health services (NYSOMH, 2015). Non-
behavioral health services include care that addresses emergency and inpatient medical-
surgical care. Due to the prevalence of serious mental illness creation of sufficient 
community-based services that focus on mental and physical health would help meet a 
need for a comprehensive approach to mental health treatment in the community. 
Implementation of community-based healthy living programs would serve the purpose of 
assisting in improving perception of QoL among the mentally ill and prevent 
hospitalizations.  
        QoL is an essential component of health assessment in the determination of well-
being in an individual. The concept of QoL is commonly interpreted as a perception that 
includes a positive psychological outlook and satisfaction with general well-being. The 
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analysis of QoL can assist researchers in meeting the needs of vulnerable populations, 
whether it be mental, physical or spiritual in nature. Evaluating perception of QoL among 
populations with serious mental illness is essential in understanding factors that 
negatively or positively influence perceptions of general well-being and life satisfaction. 
      Although perception of QoL has been previously measured in populations with 
serious mental illness (Becker, 1998), it is essential to evaluate QoL as an outcome that 
stems from participation in a community-based healthy living programs. Since the 
deinstitutionalization of the mentally ill, community-based programs that assist in the 
treatment of this population have been essential in the transition of this group to 
community living (Lehman, 1988). Environmental and social factors that have presented 
as challenges to this population play an integral role in perception of QoL.  
                                                         Purpose 
      The purpose of this study was to evaluate the impact of the Healthy Choices program 
on the perception of QoL among the participants of the program. Subjective and objective 
data were examined using a mixed methods approach. Administration of the WQLI client 
questionnaire measured the domains that contribute to Marion Becker’s theory on QoL. 
The WQLI client questionnaire was also used to determine if participation in Healthy 
Choices would be related to higher levels of perception of satisfaction in specific 
domains of interest. These domains of interest include the areas of physical health, 
activities and occupations, social support/relationships and symptoms/outlook.  
                                                 Guiding Framework 
      Becker’s theory on QoL was used to determine if participation in Healthy Choices 
improved perception of satisfaction in the domains addressed in her theory. Becker et al. 
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(1993) defined QoL as a perception of well-being that can stem from the satisfaction or 
dissatisfaction with life domains that are relevant to the client with serious mental illness. 
Life domains that are relevant in measuring perception of QoL in this population include 
the areas of general life satisfaction, occupation and activities, psychological well-being, 
physical health, social relations/support, economics, activities of daily living, 
symptoms/outlook and goal attainment. 
               Application of Frameworks that Address Quality of Life and Disability 
     Research inquiries were formulated within the frameworks of both Becker’s theory on 
QoL and the WHODAS in order to understand how participation in the Healthy Choices 
program assisted in improving perception of QoL and level of disability. In this study the 
PI formulated two hypotheses.  The first hypothesis proposed that clients who 
participated in Healthy Choices will have higher perception of QoL than those who 
participated only in mental wellness programs. Participation in a community-based 
programs that implement measures to address both physical and mental health was 
examined to determine if it had an impact on the domains that contribute to the 
perception of QoL. Participation in community-based programs that engage individuals 
with serious mental illness in making healthy lifestyle choices could facilitate an 
improved perception of their QoL. When comparing results from the Mann-Whitney U 
Test between the HCMW and MW only groups, the analysis identified that participation 
in the Healthy Choices program did not contribute to a statistically significant perception 
of satisfaction among the domains that comprise the score for the WQLI client 
questionnaire (p > 0.05). The analysis also identified that participation in the Healthy 
Choices program did not contribute to a statistically significant higher perception in QoL 
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based on scores on the WQLI client questionnaire (p > 0.05). However, qualitative data 
identified that because of participating in the Healthy Choices program, participants 
developed a perception of improvement in physical and mental health, empowerment in 
making healthier lifestyles choices, and engaging in physical activity.  
      The second hypothesis proposed that clients who participated in Healthy Choices will 
have lower level of disability than those who participated in only in mental wellness 
programs. The Mann-Whitney U test identified that participation in the Healthy Choices 
program did not contribute to a statistically significant lower level of disability based on 
score on the WHODAS (p>0.05). Quantitative findings did not identify statistical 
significance in terms of lower level of disability through participation in the Healthy 
Choices program. Qualitative data identified that providing a form of community-based 
program that addresses mental health or both physical and mental health could have an 
impact on level of physical and psychological disability.     
      Research question one examined the relationship between participation in a type of 
mental health program and perceptions of physical health.  A Mann-Whitney U Test was 
performed to determine if participation in the Healthy Choices program influenced the 
perception of a participant’s physical health. Quantitative findings identified no 
statistically significant improvement in perception of satisfaction in the domain of 
Physical Health between the HCMW and MW-only groups (p>0.05). However, when 
qualitative findings were assessed the participants of the HCMW group did perceive 
improvement with overall physical health. Participants of the MW-only group perceived 
only an improvement in mental health, not physical health. This disparity in perception 
could occur as a result of the type of strategy that was implemented for the participants in 
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both the HCMW and MW-only groups. Implementation of strategies that focus on 
physical health in individuals with serious mental illness could assist in improving 
perception of physical health (Green et al., 2015). Participants of the HCMW group were 
exposed to strategies that promoted physical health through participation in the Healthy 
Choices program. As a result, participants of the HCMW group developed a perceived 
improvement in physical health. In contrast, participants of the MW-only group 
participated mainly in mental wellness programs which had a focus on strategies that 
improved mental health. Exposure to strategies that focused on mental health could have 
led to a perceived improvement in mental health and not physical health.  
     Research question two examined the relationship between peer-support in either type 
of mental health program and perceptions of relationships with others. Although the 
Mann-Whitney U Test performed identified no statistically significant improvement in 
perception of satisfaction in the domain of Social Support/Relations between the HCMW 
and MW-only groups (p>0.05). Qualitative findings identified that participants of the 
HCMW and MW-only groups shared a common perception that peer-support assisted 
them in promoting relationships with family members, friends and peers. This 
commonality may have occurred due to the inclusion of peer-support, as a form of social 
support, in both the HCMW and MW-only groups. Social support is identified as the 
perceived availability of others to provide support and has been associated with 
improvement in psychiatric symptoms and QoL (Yasien et al., 2013). Presence of 
adequate social support assists in reducing psychiatric symptoms which in turn could also 
improve social interactions with family, friends and peers. Including peer-support as a 
form of social support for participants in both the HCMW and MW-only groups may 
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have played an integral role in the promotion of healthy relationships and social 
interactions.  
          Research question three examined the relationship between either type of mental 
health program and perceptions of engagement in activities or occupations that contribute 
to QoL. Although the Mann-Whitney U Test identified no statistically significant 
improvement in terms of satisfaction in the domain of Activities and Occupations 
between the HCMW and MW-only groups (p>0.05). Qualitative findings identified that 
participants of the HCMW group perceived that by regularly including healthier lifestyle 
choices into their daily lives they had “more energy” and were motivated to engage in 
new activities and seek employment. Participants of the MW-only group perceived 
minimal engagement in activities and occupations. This disparity in perception could 
occur as a result of the type of strategy that was implemented for the participants in both 
the HCMW and MW-only groups. Implementing strategies that support individuals with 
serious mental illness in making healthy lifestyle choices could influence engagement in 
activities that assist in the continued promotion of physical and mental health (Green et 
al., 2015). Participants of the HCMW group were exposed to strategies that assisted them 
in making healthy lifestyle choices in their daily lives. Including these strategies 
promoted physical and mental health which may have contributed to the perception of the 
participants’ ability to engage in new activities. In contrast, participants of the MW-only 
group were exposed to strategies that focused on mental health which may have 
contributed a perception of minimal engagement in activities. 
     Research question four examined the relationship between either type of mental health 
program and perceptions of psychiatric symptom management. Although the Mann 
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Whitney U Test identified no statistically significant improvement in terms of satisfaction 
in the domain of Psychological Well-being and Symptoms/Outlook between the HCMW 
and MW-only groups (p>0.05). Qualitative findings identified that participants of the 
HCMW and MW groups perceived their psychiatric symptoms to be more manageable. 
Although both groups shared this perception, participants of the HCMW group had the 
added benefit of developing a perception that emphasized how healthy lifestyle choices 
influenced management of psychiatric symptoms. Implementing strategies that promote 
physical and mental health have been associated with an improved perception of 
psychiatric symptoms (Deenik et al., 2017; Tessier et al., 2017). Participants of the 
HCMW group were exposed to strategies that promoted physical and mental health 
through making healthy lifestyle choices. This may have contributed to the enhanced 
perception of their psychiatric symptoms being more manageable in comparison to 
participants of the MW-only group. 
                                            General Discussion of Findings  
          Since the implementation of community – based programs that focus on treatment 
of serious mental illness, QoL has become an important concept that addresses the 
efficacy of these programs on well-being (Becker et al., 1993). When considering 
community-based mental health treatment as a part of mental health management, 
community-based programs should include strategies that improve physical and mental 
health. Green et al. (2014) identified including lifestyle interventions as part of mental 
health treatment can be effective in reducing mortality and improving mental health 
management. Programs that utilized these strategies could influence a continued 
engagement in healthy lifestyle choices that improve perception of physical and mental 
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health, engagement in daily activities and occupations and QoL. Since there was no 
statistical significance identified among participants of the HCMW and MW-only group 
in terms of level of perception of physical and mental health, engagement in activities 
and occupations and QoL (p>0.05). Qualitative findings identified that among 
participants of the HCMW group, programs that address mental and physical aspects of 
mental health care could assist in enhancing perception of physical and mental health, 
engagement in activities and occupations and QoL.  
     Community-based programs that include strategies that improve physical and mental 
health could lead to less severe psychiatric and physical disability. Deenik et al. (2017) 
identified that participation in pursuits that improve physical health in clients with serious 
mental illness could have a positive effect on physical health, psychiatric symptoms and 
perception of QoL. Since there was no statistical significance identified among 
participants of the HCMW and MW-only group in terms of  improvement in level of 
psychiatric and physical disability (p>0.05). Qualitative findings identified that among 
the participants of HCMW group, programs that assist clients with making healthy 
lifestyle choices could improve level of psychiatric and physical disability. 
     Community-based programs that include strategies that promote physical and mental 
health should include an emphasis on peer-support in order to facilitate an improved 
perception in social relationships and physical health outcomes. Including peer-support in 
these programs could also lead to an improved perception of adequacy of social support 
systems, mental health recovery and QoL. Hendryx et al. (2008) identified that 
perceptions of adequate social support systems were associated with improved mental 
health recovery outcomes. Since there was no statistical significance identified among 
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participants of the HCMW and MW-only group in terms of improvement in perception of 
social support and relationships (p> 0.05). Qualitative findings identified that among the 
participants of the HCMW and MW-only groups both shared a common perception that 
peer-support assisted them in improving their mental health or mental and physical 
health, self-esteem and relationships with others.  
                                         Limitations 
     The following discusses limitations of the study. Generalizability of the findings can 
be limited to the population that was included in the study. The sample was collected via 
convenience sampling and was limited to participants who attend programs at the Mental 
Health Association of the Southern Tier. The findings were also affected because the 
sample size collected for the study was small (n = 14). In order to collect an adequate 
sample, surveys were conducted in person and over the telephone.  In terms of 
participation, the clients that attend programs at MHAST live independently in the 
community and did not have caregivers or caregivers that were willing to participate in 
the study. Timing of survey administration served as another limitation in that those who 
expressed an initial interest in attending the survey day could not attend. Another 
limitation included an impending change in location of the MHAST facility, which in 
turn may have affected recruitment and participation in the study. 
     In anticipation of MHAST moving to a new facility, location change of the facility 
may have made subjects hesitant to participate, which may have also resulted in 
transportation concerns. Depending on the time of day or year some subjects were not 
willing to participate in the study. For instance, most subjects had a doctor’s visit during 
a specific part of the day that conflicted with survey administration times. Surveys were 
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also administered over the course of the summer and weather may not have been 
favorable to encourage subjects to come to the facility to complete surveys.  At some 
points during the study, subjects were not inclined to answer questions that addressed 
specific topics (i.e. finances). This could be due to the fact that subjects perceived the PI 
as more of a researcher or “outsider” who could have made the subject feel 
uncomfortable with disclosing certain pieces of information.  
Significance for Community Dwelling Individuals Receiving Mental Health Services 
      Community-based programs that provide mental health services should include 
strategies that improve physical and mental health among individuals with serious mental 
illness. Strategies that address the physical and mental aspects of care could assist in 
providing a comprehensive approach to mental health treatment that reduce factors which 
could negatively impact perception of QoL. For instance, use of psychotropic 
medications could lead to higher mortality and the development of disease processes that 
result in a poor perception of QoL. Green et al. (2014) emphasized that individuals taking 
psychotropic medications are at an increased risk for obesity, diabetes, cardiovascular 
disease and subsequent mortality. Community-based programs, similar to Healthy 
Choices, should focus on mediating the impact of psychotropic medications on physical 
health. Mediation of the physical effects of psychotropic medications could be facilitated 
through the implementation of strategies that promote healthy lifestyle choices. 
Implementation of strategies that promote healthy lifestyle choices could further assist in 
improving perception of effects of psychotropic medications on physical health and QoL.  
     Community-based programs that provide mental health services should explore 
alternative strategies that promote the management of psychiatric symptoms among 
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individuals with serious mental illness. Although psychotropic medications are 
commonly used to manage psychiatric symptoms strategies that integrate aspects of 
making healthy lifestyle choices could improve perception of psychiatric symptom 
management. Deenik et al. (2017) emphasized that encouraging individuals with serious 
mental illness in making healthy lifestyle choices (i.e. engaging in physical activity) 
could improve management of psychiatric symptoms. Including strategies that focus on 
psychiatric symptom management via health lifestyle choices could also improve level of 
psychiatric and physical disability and a reduce dependency on psychotropic medications. 
Improvement in these areas could result in an improved perception of QoL.  
     Community-based programs that include a focus on addressing physical and mental 
health should also include an emphasis on providing peer-support as a means of assisting 
individuals with serious mental illness in maintaining health goals and healthy lifestyle 
choices. Including peer-support in these types of community-based programs could also 
assist participants in building social support networks and healthy relationships with 
others.                               
                                 Research and Practice Implications 
Research Implications 
     This study contributes research on how participation in community-based healthy 
living programs, such as the Healthy Choices program, assists with altering mental and 
physical health and perception of QoL in individuals who receive mental health care in 
the community. Creation of sufficient community-based services that focus on mental 
and physical health would help to meet a need for a comprehensive approach to mental 
health care treatment and improvement in perception of QoL. Implementation of 
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community-based healthy living programs would serve the purpose of assisting in 
improving perception of QoL among the mentally ill and prevent hospitalizations.  
    Although quantitative findings did not identify an improvement in all domains that 
measure perception of QoL through participation in the Healthy Choices program, this 
study suggests that based on qualitative findings that participation in Healthy Choices 
does have an effect on improvement in satisfaction with both physical and mental health, 
engagement in physical activity and empowerment to make healthier lifestyles choices. 
With this knowledge implications for future research would suggest a further 
investigation as to how certain factors, such as perception of satisfaction with community 
mental health services, could contribute to perception of physical and mental health. 
Other inquires could also address if perception of satisfaction in areas such as finances 
could have an impact on an individual’s ability in making healthy lifestyle choices.  
        In this study, quantitative findings did not identify a statistically significant 
improvement in perception of satisfaction with psychiatric symptoms through 
participation in the Healthy Choices program. Qualitative findings suggest that 
participation in Healthy Choices provided a comprehensive approach to symptom 
management by assisting participants in developing an enhanced perception on how 
healthy lifestyle choices improves management of psychiatric symptoms. Further 
research suggests an investigation as to how participation in Healthy Choices could affect 
psychiatric medication compliance and side effect management. Other inquires would 
address if consistent engagement in healthy lifestyle behaviors could assist in the 
perception of reliance on psychiatric medication in the management of psychiatric 
symptoms.  
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      A final research implication would be the feasibility of a program similar to Healthy 
Choices in the inpatient psychiatric setting. For this study, the target population was 
focused on mentally ill individuals receiving mental health treatment in the community 
setting. Implications for future research would investigate the feasibility of providing a 
program that implements strategies that focus on improving mental and physical health to 
mentally ill clients in psychiatric facilities. Inquiries related to this research could 
investigate barriers and facilitators of implementing a program similar to Healthy 
Choices in psychiatric facilities and its effectiveness in promoting both physical and 
mental health to clients in the inpatient setting.  
Implications for Nursing Practice 
      Due to the unique nature of the Healthy Choices program, its application can be used 
in various settings. Although this program can be implemented in various settings, the 
mental health community in particular would benefit from this health promoting program. 
Cardiovascular disease and other comorbid conditions associated with the use of 
psychotropic medications have been known to significantly reduce the lifespan of 
individuals with serious mental illness. With the implementation of Healthy Choices in 
settings, such as an outpatient mental health center, those with serious mental illness 
would have access to resources in the community that would educate and encourage the 
promotion of mental and physical health. The availability of a program, like Healthy 
Choices, would assist community dwelling individuals receiving mental health care in 
becoming motivated to identify and achieve goals that not only improve physical and 
mental health, but also QoL.  
98 
 
      With the availability of a community health nurse (CHN) in a facility, such as the 
Mental Health Association of the Southern Tier, measures can be in place that would 
guide clients with serious mental illness in achieving optimal mental and physical health. 
In order to meet the mental and physical health needs of this population, the CHN must 
establish a rapport with the target population, be open to collaboration with key 
informants and conduct an assessment in order to address health concerns that affect QoL 
among those with serious mental illness. When assisting community dwelling individuals 
with serious mental illness in health promotion, the CHN must take into consideration 
subjective and objective measures that can impact the QoL of this group. Use of 
psychiatric medications, social and environmental influences that affect this group must 
be understood in order to promote both physical and mental health. Understanding these 
factors can also assist the CHN in the modification of these factors that would lead to 
improved health and QoL.  
     Programs similar to Healthy Choices could be applied to other populations such as 
clients being treated for a serious mental illness in the inpatient setting. Health care 
facilities that include mental health units could customize a program that is similar to the 
Healthy Choices program for inpatient mental health care. Although a program similar to 
Healthy Choices could be applied to the inpatient setting, an assessment of the physical, 
mental and emotional stability of inpatient clients must be addressed. Financial 
constraints and availability of space in an inpatient unit may prevent the implementation 
of this health promoting program. If a program is not feasible in this setting, the CHN can 
serve as a resource to programs in the community that can assist clients with serious 
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mental illness in achieving physical /mental health and improvement in QoL after 
discharge.                                                     
                                                       Conclusions 
       Participation in community-based healthy living programs could assist community 
dwelling individuals with serious mental illness in assisting with promoting both mental 
and physical health, as well as improvement in perception of QoL. Implementation of 
community-based healthy living programs would also serve the purpose of reducing 
physical and mental health care expenditures and prevent hospitalizations. 
 There are three main contributions of this research including: 
        a) Implementation of community-based healthy living programs, like Healthy  
            Choices, could assist community dwelling individuals with serious mental illness  
            in making healthier lifestyle choices that assist with management of both physical  
            and mental health, including psychiatric symptoms. 
      b)  Perception of psychiatric symptom management can a have an impact on  
            perception of QoL in those diagnosed with a serious mental illness. In addition,  
            domains that assess perception of satisfaction with overall QoL must be addressed  
            in order to determine what domains, or factors, can negatively or positively   
            impact perception of QoL in community dwelling individuals with serious mental  
            illness.  
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     c) Including peer-based support into community-based programs, like Healthy  
         Choices, could influence regular engagement in making healthy lifestyle choices  
         among the “peers” that participate in the community-based group. Peer support  
         would also serve the function of enhancing mental illness recovery and building of  
         social support networks for individuals recovering from a serious mental illness. 
      Implications for future research would address if participation in community-based 
healthy living programs would assist with psychiatric medication compliance and side 
effect management. Implementation of programs similar to Healthy Choices is also 
recommended for clients who are receiving mental health treatment in the inpatient 
setting.  
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103 
 
Appendix C:  Approval Letter Use of WQLI Client Questionnaire 
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Appendix D: Approval Letter Use of WHODAS Questionnaire 
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Appendix E: Subject Recruitment Letters 
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Appendix F: Informed Consent 
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Appendix G: WQLI Client Questionnaire 
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Appendix H: WHODAS Questionnaire 
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Appendix I: Survey for the Healthy Choices (plus Mental Wellness program) 
Participant 
 
Please write your response to the questions below: 
 
1. Has participation in “Healthy Choices” improved your physical health? If so, 
how? 
 
 
 
2. How has peer-support helped you in being involved with “Healthy Choices”? 
Has it improved your relationships with family and friends? Please describe 
below. 
 
 
 
 
 
3. Since becoming involved with “Healthy Choices” have you engaged in new 
hobbies or gotten a job? Please describe below. 
 
 
 
 
 
 
4. Since becoming involved in “Healthy Choices” has symptoms of your mental 
health diagnosis improved or become more manageable? If so, please describe 
below. 
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Appendix J: Survey for the Mental Wellness Program Participant 
 
Please write your response to the questions below: 
 
1. Has participation in mental wellness programs (i.e. compeer, expressive arts, 
etc.) improved your physical health? If so, how? 
 
 
 
2. How has peer-support helped you in being involved with mental wellness 
programs (i.e. compeer, expressive arts, etc.)? Has it improved your 
relationships with family and friends? Please describe below. 
 
 
 
 
 
3. Since becoming involved with mental wellness programs (i.e. compeer, etc.) 
have you engaged in new hobbies or gotten a job? Please describe below. 
 
 
 
 
 
4. Since becoming involved in mental wellness programs (i.e. compeer, 
expressive arts, etc.) has symptoms of your mental health diagnosis improved or 
become more manageable? If so, please describe below. 
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Appendix K: Curriculum for Healthy Choices Program 
Description: Workshops under the Healthy Choices program occur once a week and are 
open to peers that use services provided by the Mental Health Association of the 
Southern Tier. Topics under the Healthy Choices program rotate weekly and address an 
aspect of assisting with mental and physical health. Activities that occur are also based on 
season. Examples of topics under the Healthy Choices program are provided below: 
 
 Healthy Choices workshop – Join us as we learn a fun and healthier way of  
                                                 eating and living with the Cornell Cooperative  
                                                 extension. 
 
 Food as Medicine – Exploring the value of nutritional food choices to create  
                                   optimal Mental Health 
 
 Healthy Choices: Vines Garden Project – Working in the Vines garden plot on  
                                                                       Pine Street.                                                                   
 Healthy Choices: Summer Bounty – Making fruit and vegetable smoothies. 
 
 Healthy Choice workshop – The benefits of Qi Gong and Tai Chi 
 
 Walk and Talk – Join us as we work towards physical wellness by walking with  
                                          open and mindfulness discussions. 
 
 Nutrition with Jennifer – A two part series on “Nutrition Practices for your  
                                            Mental Health- Based Upon Research.” By Registered  
                                            Dietitian Jennifer Vallone. One on one sessions are  
                                            also available. 
 Tag Your Fit! – A program to jumpstart your personal wellness goals for weight  
                            loss, strong heart and vibrant health. 
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